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Otorhinolaryngologists frequently express preference for 
Neo-Synephrine hydrochloride alleviate turgescence and 
nasal congestion colds, sinusitis and various forms rhinitis. 

“When considerable nasal obstruction exists, relief may 
obtained the instillation some shrinking agent into the 
nose for example Neo-Synephrine hydrochloride 

“desirable preparation this ‘type has been perfected 
Neo-Synephrine hydrochloride. may used for local 

Neo-Synephrine’s “desired effect occurs within from two 
fifteen 
“Its action sustained for two hours 

Neo-Synephrine hydrochloride notable for freedom from 
sting and for effectiveness repeated application. There are 
few complaints after effects such burning and nasal 


Felt, Clinteo! Allergy, Phitudeiphio, W. 8. Savaders Co., 1947, gp. 335-336. 
Allergy of the Nose cad €. V. Movby Co. 1998, p. 7EP. 
Keibey, Chosee of Sympathomimetic Amines, Cornell Conferences on Therapy, 1947. p. 1 Sa. 
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SMR EAR SPECULA. Black, non-reflecting, light 
weight, warm the touch, non-metallic, can sterilized 
Price $2.50 per dozen Rack $2.00 


LEATHER HEAD-BAND. Smooth surface both inside 
and out, soft leather covered rubber sweat pad snaps into 
place. Can removed for cleaning 
Price $6.50 Extra pad $1.25 


LIGHT SHIELD. Consists polished bakelite shield 
enclose ordinary 100 watt lamp. This shield can 
attached any standard socket and the opening can 
turned any direction. The shield avoids danger from 
bursting bulbs and serious burns. 

Price $5.00 shield Condenser $3.50 


RESPIRATORY PROTECTOR. designed cover the 
mouth and face. light weight, can instantly rotated 
out the way for conversation telephoning. While can 
attached any head-band having projecting stud, 
functions best our own headbands. The transparent 
portion can quickly replaced when soiled worn. 
Price Complete Shield $3.50 Replacements $1.00 


SMR EXTENSION REEL. compact method carry- 
ing light cord. Serves the double purpose reel and lamp 
base. Contains ft. wire; wt.: dia.: 334 in.; ht.: 
in. Price $2.30 


MALLEABLE CANNULAS. These are furnished two 
sizes and can bent into any shape. The proximal end 
tapered that can attached your air cut-off for 
drying out ear, etc. Price $1.25 


DISPLACEMENT BOTTLE. light weight; fits into 
the palm the hand; the glass portion free from 
metal and can sterilized without danger breakage; 
the cap (C) rubber and makes perfect seal; the rubber 
nebulizer tip soft and molds itself nasal opening. 


Price $2.20 


STIFF HEAD-BAND. Has al! the features our leather 
head-band except that rigid construction. 
Price $5.00 


Present in both head-bands is the stud with a recess for attaching our Respira- 
tory Protector. With this stud the protector can be rotated out of the way without 
nterfering with the position of the mirror. Another feature is the mirror clamp 
Leather discs are used for contact surfaces with the result that no flat areas are 
worn on either the ball of the mirror or the head-band 


Surgical Mechanical Research 


1905 Beverly Los Angeles Calif. 


: 
| 
a 
4A™ ete 
a 
ia 
is 
; 
4 
a 


Successful clinical experience with CORTONE 


many series patients reveals the 


safety this The administration 


CorTONE does not necessitate any measures 
that are not readily available the physician 
everyday practice. The use simple labo- 
ratory tests (sedimentation rate, 


blood count, blood pressure, and recordings 


weight), individualized adjustment dos- 


Corrone is the registered trade-mark of 


ACETATE 
(CORTISONE Acetate Merck) 


MERCK 


age, and careful clinical observation will per- 
mit most patients benefit materially 
without fear undesired effects. 

One investigator notes: have not been 
impressed the severity frequency side- 
effects The side-effects due excessive 
adrenal cortical hormone disappeared when 


the hormonal agent was discontinued.” 


Norcross, B. M., N. Y. State J. Med. 51: 2356, 
Oct. 15, 1951. 


Merck Co., Inc. for its brand cortisone. 


MERCK 


Manufacturing Chemists 


In Canada: MERCK & CO. Limited—Montreal 
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ASTHMATIC 


SUFFERERS from chronic 
asthma are being restored active, 
useful lives through the effectiveness 
bronchodilating powder. 


When bronchospasm impends, all 


the patient need take three 

four inhalations with the pocket-sized 
and the attack usually sub- 

sides immediately. doesn’t have leave 


his job, undergo painful injections use cum- 
bersome equipment. 


Clinical have proved the effectiveness 
mild and severe asthma. Toxicity 


relatively low, and with proper administration the 


side-effects are few and usually mild. 


Before prescribing please write 
Abbott Laboratories, North Chicago, Illinois, for litera- 


ture explaining administration, dosage and precautions. 


multiple-dose Cartridges 
three cartridges air-tight vial. 


*Reg. T. M. for Abbott Sifter Cartridge 


sulfate powder 


(ISOPROPYLARTERENOL SULFATE, ABBOTT) 


for use with the AEROHALOR, powder inhaler 


1. Kaufman, 8, and Farmer, L. (1951), Norisodrine by Aerohalor in Asthma, Ann. Allergy, 9:89, Jan.- 
Feb. 2. Swartz, H. (1950), Norisodrine Suiphate (25 Per Cent) Dust Inhalation in Severe Asthma, Ann 
Allergy, 8.488, July-August. 3. Krasno, L., Grossman, M., and Ivy, A. (1949), The Inhalation of 1 -(3',4'- 
Dihydroxypheny!)-2-lsopropylaminoethanol (Norisodrine Sulfate Dust), J. Allergy, 20:111, March 
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OFFICE SEPARATOR 


Portable and low cost, the Walraven Bar Separator may 
used the office prescribed for daily use home. 
This device helpful combating suppression for near work The 
Bar Separator allows the patient become aware the eye when 
deviating and emphasizes alternation observer when suppression 
occurs. The observer has unobstructed 
view the eyes which beneficial 
during early binocular experience. 
Elementary exercises for preschool children 
can given well bar reading for 

older children and adults. complete set 
targets supplied with instrument and interesting variety applicable 
material obtainable from books and magazines. Written instructions for 
various techniques the Bar Separator are given. Proper position the 
patient’s head maintained the simple headrest. 

This inexpensive new training device for the office and for use between 

office visits will enable many patients make more rapid progress. 


Optical 
ALO 15, NEW YORK 


Choose the UNIT 
busy physician you can conserve your energy, yet serve fit your technique 


More patients with Ritter ENT Unit designed especially 


help you utilize your skills more thoroughly. You can treat 


patients without moving from the chair. stretch the arm 


brings air, water, vacuum, electricity, waste into immediate use. 


Equally accessible are spray bottles, medicaments and low voltage 


instruments. Diagnostic and treatment time kept minimum 


With patients more ease. Low voltage instruments are 


swinging cuspidor at 
right of chair. 


properly angled for easy grasp. 


Then, too, there Ritter ENT Unit fit your favorite 


operating technique. The Ritter cuspidor can the right 


left part the unit, or, separate piece equipment. 


Ritter ENT Units are made position either 
right left the chair. 
Model MB, Type 2 Unit, 
Start now enjoy the advantages Ritter ENT Unit best surgical cuspidor 
at right of chair. 


suited your technique. 


Mode! MB, Type | Unit, 
ot right, surgical cus- 
pidor ot left of chair. 


COMPANY INCORPORATED 
RITTER PARK, ROCHESTER 


When Clinical Proof Your Guide 
RESEARCH PRODUCTS 
are indicated... 


Specific Suppurative Ear Infections 
both Acute and Chronic, also External Otitis 


because is... 


BACTERIA, including BACILLUS PROTEUS, 
PYOCYANEUS, COLI, BETA HEMOLYTIC 


AUREUS 


(Isolated from ear infections and found resistant 


antibiotics laboratory tests) 


TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC NON-IRRITATING 
STABLE CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS ORGANISMS 
Substantiating Laboratory and Clinical data press. 


FORMULA: 
NEW, improved process, using 


Doho glycerol base, results 
chemical combination having Challenge 


these valuable properties. 


Urea 2.0 GRAMS 

Glycerol (DOHO) Base most stubborn cases, the results will 
16.4 GRAMS prove convincing. 


(Highest obtainable spec. grav.) 


DOHO CHEMICAL CORP., 100 Varick Street., New 13, 
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out every refractions 


with GREENS’ REFRACTOR 


Many design improvements which contribute efficiency 


and convenience refraction have been added the 


Greens’ through the vears. However, even thi 


passed any refracting The Greens’ 
tors proudly shipped 1934 are still serving faith 
nificent have been put into service that today 
America one refraction every three done 
Now the best time for get 
BAUSCH LOMB 
OPTICAL ROCHESTER N.Y 
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This free book may save 


your patient more! 
“FRAUDS AND FACTS” 


the truth about Hearing Aids hos been you—addi- 


Recently, you received copy 
Zenith Radio new book, 
and published give 
the truth about hearing aid claims... 
save the hard-of-hearing disappoint- 
ment and needless expense. 

Now that you've read and 
perhaps like pass its 
message along your hard-of-hearing 
patients. you know, many persons 
hesitate acquire hearing aid 
cause confusion and suspicion about 
conflicting claims. 

revealing book answers the 
questions these people ask about hear- 
ing aids. This welcome and startling 
information was inspired 
Aids and article the 
Council Physical Medicine and 


You are welcome to as many 


tional copies will be sent on request. 


habilitation the American Medical 
which appeared the June 
16, 1951 issue The Journal the 
AMA, 
POLICY— 

Better Pay Nothing” 
All Zenith Aids are sold under this guar- 
antee: “If, your opinion, any $200 
hearing aid any way outperforms 
$75 Zenith, you get your money back 
under our unconditional 10-day return 
SPECIAL TRIAL OFFER FOR PHYSICIANS 
addition the 10-day offer your 
patients, may have Zenith Hear 
ing aid for full days for your own 
your patients. Just fill out the coupon 
below, 


additional copies of “Frauds and 


Facts” as you wish and Zemth will be grateful for any com 


ments you care to make on the book 


HEARING AID 
$75 


ZENITH ROYAL 


Tiny, hght-weight, in beaut: 
ful golden finish. Zenith also 
produces an extra-powerful 
“Super-Royal™ model same 
fine features, same low price. 


Just write to the address below 


HEARING AIDS 


By Makers of World-famous Zenith Radio 
Television and FM Sets 


| The Royalty of Hearing 


Bone Conduction Devices avaiable at moderate extra cost 


THIS COUPON FOR PHYSICIANS ONLY 


5801 Dickens Ave., Chicago 39, Illinois 
Please send me [J One Zenith “Royal” or 
One Zenith ‘“Super-Royal” Hearing Aid 
for severe hearing loss. (Check which) I 
will either return it to you within 30 days 
after delivery date, or I will remit $75.00, 
plus tax of $1.50, if delivery is to be made 
in Illinois or Lowa. It is understood that 
until the Hearing Aid 1s fully paid for, title 
to and the right of possession of the same 
shall remain in Zenith Radio Corporation 


Zenith Radio Corporation, Hearing Aid Division, Dept. 2439 


Physician's Name 


Street Address 


Zone State __ 


‘ 

City 


indicate here how many additional copies of “Frauds and Facts’ you desire. 
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Some time during every day, the time- 
proven features CRUXITE 
benefit each your patients. 


For Cruxite’s all-important characteristic ab- 


sorbing over ultraviolet radiation below 
365 mmu. (and over 99%, below 350 mmu.) gives 
greater comfort the wearer. helps maintain 
visual efficiency, and hence contributes greater 
indoors Laboratory Tests show that exposure 
ultraviolet radiation between 315 mmu. and 365 
that after exposure ultraviolet, 1.8 
times much light required for threshold 

recognition. 
important, then, protect the eyes from 
lenses that absorb the maximum amount 
ultraviolet. 
quirement for Today’s Living. 


Cruxite available four non- 
fading shades Single Vision 
Bifocal, and through 


American Optical Service. 
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the treatment allergies 


ana 


Pyromen initiates responses the circulating 
leucocytes, the reticulo-endothelial 

and the endocrine systems. 

Pyromen has wide safety 

and proving increasingly useful 

the treatment many allergies and dermatoses, 
well certain ophthalmic disorders. 
Pyromen supplied vials 

containing gamma (micrograms) per cc. and 

ce. vials containing gamma per 


For more complete information write 


Manufactured 


Subsidiary BAXTER LABORATORIES, INC, 
MORTON GROVE, ILLINOIS 


Dose (on 
nitavinous ust 
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proved method gives 

principal attention not the 
impaired ear but the brain. 
has produced major improve- 
ment most cases within weeks, 
teaching the patient inter- 
pret correctly and fill out the 
sounds that come through the 
ear the brain. 

aiding the hard-of-hearing 
understand everything they 


NOW FIRST GENERAL PUBLICATION 


Dr. Victor highly 
successful methods and techniques 
HEARING RE-EDUCATION 


The NEW WAY BETTER HEARING 


hear, Dr. Browd’s system helps 
overcome the principal effects 
their handicap. The system 
effective, with without hear- 
ing aid. Just published, $3.00. 
The profession invited 
examine this book without obli- 
gation. Money refunded 
days not satisfied. Just write 
CROWN PUBLISHERS, Dept. 
HM, 419 4th Ave., 16. 


THROUGH HEARING RE-EDUCATION 


Victor Browd, M.D. 


COMPANY 


MAIN OFFICE AND LABORATORY MINNEAPOLIS, MINN. 


Laboratories Principal Cities Upper Midwest 


' 
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Crystalline Terramycin Hydrochloride Ointment 
recommended for topical therapy 
pyogenic infections, pustular dermatitis, 
minor wounds and burns. severe 
deep-seated infections, topical treatment 
suggested adjunet oral Terramyein 
therapy. Well stable room 
and safe for continued use. 
mg. per Gm. ointment: 
tubes oz. and 1/2 oz. 
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Doctor, BELIEVE YOURSELF! 


a 


YOURSELF! 


Doctor, you probably have read great deal cigarette 


advertising with all sorts claims. 
suggest: make this simple 
Take Morris—and any 
other cigarette. Then, 
Light either one. Take puff 
let the smoke come through your nose. 
thing with the other cigarette. 


less irritating, definitely milder. 


hilip orris & o. Ltd. tne, 
100 Park Avenue, New York 17, 


TRANSACTIONS JANUARY FEBRUARY, 1952 


IUM 


For the 
Nasopharyngeal Lymphoid Tissue 


The original monel metal radium applicator was designed Radium 
Chemical Company according specifications Otolaryngologists with 
nearly years experience radiation therapy the nasopharynx. 


Monel Metal Applicator — actual length, 17 cm. 


This applicator offered the medical profession for one purpose only 
—the treatment hyperplastic lymphoid tissue the orifice the 
eustachian tube the fossa Rosenmuller, which cannot removed 
surgically. 

Approximately 1,400 these applicators have been supplied spe- 
cialists the United States Radium Chemical Company. Published 
medical papers indicate that radiation conjunction with antibiotics, 
systemically locally, often relieves the symptoms due the presence 
hyperplastic lymphoid tissue. 


Extensive research covering period many years has established the 
proper time factor for the 0.3 millimeter monel metal radium applicator. 
All important reports from clinics and specialists have been based the 
monel metal applicator the exact dimensions furnished Radium 
Chemical Company. 


changes will made these specifications unless they are 
quested medical authorities, and then only after intensive clinical 
research, 


The physician using monel metal radium applicator from this Com- 
pany can expect the same favorable results reported the medical 
literature. 


FOR COMPLETE OBLIGATION 


RADIUM CHEMICAL INC. 


570 Lexington Ave., New York 22, 


MORE THAN YEARS CONTINUOUS SERVICE THE MEDICAL PROFESSION 
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New Color Slide 
RACTS 
LIBRARIES THE EYE 


from 1 9 5 1 
the private 
collections INSTRUCTION 
of rect gnized 
experts COURSES 
Anterior Segment Photographs 
Anterior Segment Photographs Otolaryngology 
Retinal Color Photographs 
Gonioscopic Color Photographs 
H. Saul Sugar, M.D., Detrost 
Retinal Color Photographs 
from the collection of the late 
a Robert Von Der Heydt, M.D., Chicago 
VI. Original 
Photomicrographic Slides Send order with remittance 
& | by Julius Weber, New York 
4 Write for booklet listi h slide. Literat Iso 
a units for photographing the eye 
100 First Ave. Bldg. 
BARNETT Optical Laboratories 
1218 Pratt Chicago 26, Rochester, Minn. 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


CORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution 


Symposium OTOLARYNGOLOGY OPHTHALMOLOGY 


Five Days March 24-28, 1952 
review recent advances the diagnosis and treatment the more common disorders 
the Otolaryngology and Ophthalmology, comprising lectures, motion pictures 
and demonstrations the clinics, operating rooms and dissecting room. Guest speakers 
ind members our will participate. Fee, $50.00. Limited class. 
For information address THE DEAN: 345 West 50th St., NEW YORK 19, N. Y. 


COMPLETE ARTIFICIAL EYE SERVICE 


The making and fitting artificial Eyes are specialty with not sideline 
The finest artificial eyes plastic and glass made order and stock 


order selection service 
technicians travel most principal cities 


Trained technicians fit artificial eyes all motility implants 
you have any artificial eye problems with your patients 


NEW YORK 


SERVING THE PROFESSION 
CHICAGO 851 


SINCE 1 


BALTIMORE 
BOSTON 

NEW ORLEANS PITTSBURGH 


| 
a 
J 30 NORTH MICHIGAN AVENUE * CHICAGO, ILLINOIS 


Good things together. Like child’s birthday and 
the cake that makes celebration. like 
patient’s the combination 
which provides both accurate correction and face- 
fashion—Shuron 
which emphasize nature’s beauty accent—the brows 
—and Shuron WIDESITE lenses, for Panorama 
Vision. Specify them both from your Independent 
Distributor—be sure with Shuron! 


SHURON OPTICAL COMPANY, INC, 
GENEVA, Y., Established 1864 


; 
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Individually Tested 
and Certified 


Stainless and 


Non-Magnetic 


With its jewel-mounted plunger 
minimize friction inclined scale 


with mirror overcome parallax 
extra 7.5, and (new) gram 
weights this truly excellent new 
instrument meets the specifications 
the Committee Standardiza- 
tion Tonometers the Ameri- 
can Academy Ophthalmology 
and Otolaryngology. Moving parts 


are fitted close tolerances both The Stand handsome, all plastic, 
weight and balance the plunger with clear plastic cover, holds the tonom- 
easily removable for cleaning. Each in- eter with its head immersed sterilizing 
strument individually tested and certi- solution similar)—ready for 
fied supplied with complete instruc- use all times. The stand base also holds 
tions for use, with table intra-ocular the test block and the three extra gram 
pressures and graph, fitted case. weights. 


Tonometer, only, certi- 
fied, complete fitted case. 


OP-9006—Stand-Sterilizer for Schiotz To- 
nometer, complete with cover. 


Order 


Instrument Makers the Profession Since 1895 


Mueller and Company 


330 HONORE STREET CHICAGO 12, ILLINOIS 
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New ACADEMY Publication 


PRINCIPLES 
PLASTIC SURGERY 
$1.00 


Send order with remittance 


BENEDICT, M.D., 100 First Avenue Building, Rochester, Minn. 


For the Modern 
Specialist 


Send for descriptive folder il- 
lustrating and describing new 
Imperial treatment unit com- 
plete, consisting hydraulic 
chair designed accommo- 
date Proetz treatment, adjust- 
able stool, and cabinet with 
enclosed rotary pump (with 
footswitch), recessed suction 
and pressure irrigating bottles, 
stainless steel trays, one spe- 
cial drawer accommodate 
Bard-Parker liquid sterilizer, 
and National cautery and 
transilluminator. 


Cream 
White, 
M. SORENSEN CO., Inc. 


(black, brown and maroon) Factory, General Office and Showroom 


New Improved Solutionless Contact Lens 


A. Needs No Solution Other Than Patient’s Own Tears 
2 Custom Made to Fit the Individual Eye 


Notural in Appearance 
WRITE FOR “‘LACRILENS” ® BROCHURE 


Laboratories 


EAST STREET NEW YORK, 22, 


Manufacturers all types Contact Lenses 


BRANCHES IN 
PHILADELPHIA........ MONTREAL . LONDON 


JOHANNESBURG . . . SHANGHAI 
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Pilling supplies the complete line genuine 
standard for use with all equipment the stand- 
ard Jackson-type Clinic. 


Pilling makes every size and every type broncho- 
scope devised Dr. Chevalier Jackson, and makes 
years service—from Broncalloy. 


Broncalloy instruments are lighter, yet stronger— 
thin but surtace, and 
resistant corrosion, distortion and damage. 


Standard Jackson Bronchoscopes, as illustrated, all i 
sizes from 4 mm. x 20 cm. to9 mm. x 40. cm., with 2 
light carriers and 2 lamps. Light carriers are inter 


changeable in bronchoscopes of equal length 


Special sizes can be made to order. Consult us 


Order direct from 


Cy 


3451 WALNUT STREET PHILADELPHIA 


FOR BRONCHOESOPHAGOLOGY 


4 Standing Invitation. When in Philadelphia, visit our new 


Headquarters for 
INSTRUMENTS 


salesroom. Free parking for doctors on our private lot 
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“Comprehensive and Authoritative 


Fluent and Eminently Readable Text” 


Archives 


October 1951 


Ophthalmolog 


TUMORS THE EYE 


ALGERNON REESE, M.D. 


Attending Ophthalmologist and Pathologist, Institute Ophthalmol- 
Hospital; Ophthalmologist Memorial for 
Cancer and Allied Diseases; Clinical Professor Ophthalmology, 
and Surgeons, Columbia University, New York 


PRACTICAL 

Out wide experience, Dr. 
Reese has prepared comprehen- 
sive, integrated account 
knowledge tumors the eye and 
its adnexa. This the first such 
work become available almost 
half century. The first reviews are 
uniformly enthusiastic. 


Broad Scope 

The book covers all known tu- 
mors and tumor-like lesions that di- 
rectly indirectly affect the eye, 
well those lesions which must 
considered diagnosis. 
Thus, encompasses large share 
ocular diseases. Space appor- 
tioned each tumor group accord- 


ing its incidence and clinical im- 


AUTHORITATIVE COMPLETE 


portance. Symptomatology, pathol- 
ogy, diagnosis, prognosis, and treat- 
ment each condition clearly de- 
scribed with constant emphasis 
clinical aspects. Therapy, both sur- 
gical and radiation, given de- 
tail. The author uses simple, accu- 
rate and consistent nomenclature, 
which avoids confusion 


motes understanding. 


Handsomely Illustrated 


Over five hundred 
trations most them published 
here for first time include 122 
vivid, full color, all carefully inte- 
grated with the text, makes this 
book you will refer constantly 


the years come. 


584 pages, 511 illus., 
122 full color, $20.00 


eee On Approval Orde r Coupon See 


PAUL HOEBER, INC. 


Medical Book Department of Harper G Brothers 


49 East 33rd Street, New York 16, N. Y. 
me ON APPROVAL 


Reese’s TUMORS THE EYE 
heck Enclosed 


.$20.00 
arge My Account 
Zone State a 
TAO-2-52 
= 


= ff 
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“EMBRYOLOGY the 


Motion Picture tw Sound and Calar a ty 


THI 


AMERICAN ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 


100 First Avenue Building 
ROCHESTER, MINNESOTA 


The value audiovisual the teaching 
the medical sciences now recognized all 
medical schools and national medical societies 
Many medical schools and hospitals are building 
library medical films and slides basic sub- 
jects, particularly Anatomy, Embryology, Physi- 
ology, Biochemistry and Pharmacology, thereby 
increasing the teaching facilities for 
dents and residents 

The American Academy Ophthalmology 
and has utilized medical motion 
pictures the scientific programs the annual 
meetings since 1935, and has been active ex- 
ponent the utilization motion pictures 
clinical subjects and the production curriculum 


integrated films and slides for classrooms 


1950 the Academy produced film 
EMBRYOLOGY THE EYE, sound and 
color, which has been widely acclaimed for its 
excellence and teaching value. Certificate 
Merit was awarded the Academy the Mo- 
tion Picture Committee the American College 
Surgeons for EMBRYOLOGY THE 
EYE one the three best films submitted 
that Committee for review the year 1951. 

the Gala Program the conclusion the 
Fifth Annual Congress Inter- 
nationale Cinema Scientifique, held The 
Hague, Holland, September 17, the 
sole United States representative was the 
minute color-sound film EMBRYOLOGY 
THE EYE. The seven films which achieved the 
distinction Gala Program listing were chosen 
from more than 120 films screened during the 
Congress. addition the Academy film, selec- 


tions from France, Great Britain, Poland, the 
Belgium and Holland completed the 
program, which was attended the staffs the 
foreign legations The Hague. Following its 
showing the EMBRYOLOGY 
THE EYE has been specially requested for show- 
ing Paris, Brussels and Vienna, well for 
further showing Holland. More than prints 
have been made and sold cost medical 
schools this and other countries 


The drawings, models, microphotographs and 
other material were prepared especially for the 
production the film under the direction 
Dr. George Corner, Department Embry- 
ology the Carnegie Institution Washington, 
Baltimore, Maryland, and Professor George 
Smelser Columbia University New York. 
The film was produced Sturgis-Grant Pro- 
ductions, Inc. New York. 


The material used preparation the film 
was further used for the production 176 lan- 
tern slides made color. These slides with 
legends may used independently con- 
junction with the motion picture and are avail- 
able mounted glass with wooden filing box, 
$125.00; mounted cardboard with plastic 
and plywood filing box, $75.00; and film 
strips, mm., set metal containers, 
$25.00. The motion EMBRYOLOGY 
THE EYE available one reel two 
parts two reels, with metal container and 
mailing case, $250.00. Orders for films can 
filled approximately three weeks. Slides 
and film strips are immediately available and will 
shipped upon receipt order. 


Send orders to 


BENEDICT, M.D., Executive Secretary-Treasurer 


American Academy Ophthalmology and Otolaryngology 


100 First Avenue Building 


Rochester, Minnesota 
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BY INVITATION 


RECALLING statement few 
years ago Dr. Harris Mosher, 
compelled sound alarm: there 
enemy spy your midst, the 
person your speaker, member 
the evil American Medical Association’s 
Council Medical Education and Hos- 
pitals. Referring the early days 
the boards, Dr. 
Mosher said, the other Boards 
began formed, and their numbers 
became alarming, the American Medi- 
cal Association realized what was going 
this put 
out one its many tentacles gain con- 
trol the 


on, and 


EDUCATION 

But, truth, are kindred spirits. 
The American Academy 
Council Medical and 
Hospitals have common purpose: the 
improvement Throughout 
our respective histories, raising stand- 
ards hospital training has 
much our best effort. 

More than hundred ago, the 
then Medical Education” 
the newly formed American Medical 
Association admonished medical schools 
“to obtain access for their students 
the wards well regulated 
The desirability hospital internship 
after graduation from medical school 
and prior licensure was recommended 


under the standard” medical 


Director, Mayo Foundation for Medical Education 
and Research, University of Minnesota, Rochester, 
Minn., and Member, Council on Medical Education 
and Hospitals, American Medical Association. 
Presented at the Fifty-Sixth Annual Session of the 
Academy of Ophthalmology and Otolaryn 
14-19, 1951, Chicago, 


American 
gology, Oct 


education proposed the Council 
Medical Education and Hospitals the 
year that body was Yet, 
1913 medical school required the in- 
ternship for the M.D. degree 
state examining required such 
hospital training for licensure. The Uni- 
versity Minnesota was the first school 
prescribe such work (1913) con- 
dition for graduation and 
was the first state (1914) require the 
internship for 

before these requirements were 
stipulated, the value hospital training 
was widely recognized students, 
physicians and medical schools, that 
per cent medical school graduates 
elected serve internships voluntarily 
and many physicians took further train- 
ing beyond the internship their own 
found professional 
group guiding public opinion its 
own members without recourse the 
compulsions law government reg- 
The compulsions prevail 
derive from enlightened recognition 
what best for the patient. Today 
the internship not legal requirement 
for licensure half the states, including 
even such populous states California, 
New York and Ohio.4 Furthermore, 
stipulates training beyond the in- 
ternship for the practice specialty, 
whether neurosurgery, ophthalmol- 
ogy, otolaryngology any other spe- 
Yet virtually physician who 
plans practice medicine would forego 
internship and almost 
become specialists without three 


volition. 
responsible 


more years hospital training 
the internship. 
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The impetus expansion and 
provement graduate training derived 
from the conscience the profession 
itself and found formal expression 
such education-conscious organizations 
the American Academy Ophthal- 
mology and Otolaryngology, and the 
American specialty boards. 

recently the outbreak World 
War training the specialties this 
Academy left much desired. 

With the exception Ethelred 
Unready one was ever less prepared than 
our Uncle least far his 
medical specialists were first 
lieutenant the Medical Reserves with 
tural leaning, let say, toward urology was 


uddenly snatched his new Sam Browne 


belt, projected into some new 
and special Order the Day anointed 
otolaryngologist. His training consisted 
several contact with newly- 
major recently chosen from the bet- 
With the exigencies the time, was 
then whisked off France, copy Ballen- 
ger under his arm, pry shrapnel fragments 
out ethmoids and petrous pyramids, not 
mention more remote and unrelated structures 

the end the war and “flu” epidemic 
two, had picked rough working 
knowledge otolaryngology with military 
flavor and was ready hang his shingle 
such the Medical Arts Building home 
was the low point the history oto 
America.5 

the year 1914, when the American 
Board Ophthalmology (incorporated 
1917) was taking shape the minds 
American Ophthalmological Society and 
the Section Ophthalmology the 
American 
Council Medical Education included, 
its first published list approved in- 
ternships, hospitals offering specialty 
Among these hospitals were 
nine offering training ophthalmology 
otology, rhinology and laryngology 

Stimulated the pioneer American 
Board Ophthalmology, the Council 
Medical and Hospitals 


TRANS. AMER 
ACAD. OF 0. & © 
(the tentacle) the American Medical 
Association (the octopus) organized 
committees “to recommend what prep- 
aration was deemed essential secure 
expertness each the 
Committees nine members each were 
appointed fifteen special fields. 
1937, eleven these fields were rep- 
interest note that the American Board 
Otolaryngology was the second board 
organized (1924). 

The profound influence the Amer- 
ican specialty boards (now numbering 
nineteen)? improving specialty train- 
ing and practice this country owes 
much the sound example provided 
ophthalmology and otolaryngology 
the devotion this Academy the 
cause education. 


IMPACT THE WAR 

World War affected graduate med- 
ical training enormously and left leg- 
acy problems still unsolved, the 
very outset the war was recognized 
that the curtailed hospital training 
medical graduates during the war would 
result unprecedented demand for 
residency training when the war ended. 
studies were conducted de- 
termine the postwar plans medical 
Private and governmental 
agencies, organizations and institutions 
collaborated expand and capitalize 
maximally upon the available educa- 
tional resources, meet the demands 
physician veterans for training. 

The response these stimuli was 
phenomenal. Prior the war (1941) 
there were 5,256 approved residencies 
all fields. 1947 this number was 
doubled, with 10,422 posts 
and probably filled. ophthalmology 
and otolaryngology, during this same 
period, the available training opportun- 
ities increased from 441 601. 

pare these actual expansions educa- 
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tional facilities with those which were 
estimated before the war ended need- 
meet the demands future re- 
turning medical 1945 
was estimated that the number posi- 
tions needed all fields the peak 
demobilization would 10,983, com- 
pared with the 10,422 positions avail- 
able and occupied ophthal- 
mology and otolaryngology combined, 
the estimated need was 798, and 
residencies were offered and filled (ta- 


ble I). 


tion the number residencies of- 
was not anticipated that the 
figures would return the prewar lev- 
el, because more medical students would 
being graduated annually and more 
would seeking postintern training. 
But assuredly was not anticipated 
that hospitals would continue 
crease their educational facilities, and 
accelerated tempo. While the num- 
ber residencies increased from 5,256 
about 100 per cent six years, they 


TABLE 


PREWAR 
FIELD 
(1941) 
Ophthalmology 208 
Otolaryngology 233 
Internal medicine 803 
General surgery 903 
Other fields 3,109 
Totals 5,256 


These statistics indicate that (1) the 
studies carried out during the war per- 
mitted reasonably close approximations 
the volume demand for residency 
training the immediate postwar years, 
and that (2) educational institutions 
met this demand with notable 
This remarkable doubling education- 
opportunities came time when 
facilities all levels and all fields 
education were maximally 
However, the provision the needed 
facilities hospital training presented 
unique problems not encountered 
many other areas education, where 
the addition extra classroom seats 
frequently solved the problem. 

was generally believed that, when 
the peak demand for hospital training 
was passed, there would some reduc- 


NUMBERS ESTIMATED ACTUAL POST 
POSTWAR NEEDS (1947) 
1,892 1,743 
2,498 1,975 
5,795 
10,983 10,422 


have now (1951) increased 
cent the last four years (table 
Today there are nearly four times 
many residencies available there were 
ten years ago. All these are fully ap- 
proved the Council Medical Edu- 
cation the American Medical Asso- 
ciation and the respective American 
specialty boards. 

the decade 1941 1951 there has 
been more than threefold increase 
the total number residencies offered 
all fields, There has been more than 
quadrupling (from 903 3,964) 
surgery, and almost fivefold increase 
(from 803 3,873) internal medi- 
Expansion the fields interest 
this Academy were more moderate 
and perhaps wiser, with less than trip- 
ling residencies (from 208 551) 
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EXPANSION AVAILABLE RESIDENCIES THE Past DECADE 


EXTENT OF 


POSITIONS IN 
FPIFLD — - EXPANSION IN 
1947 1951 YEARS 
Ophthalmology 208 551 265 
601 

Otolaryngology 233 408 175 
Internal medicine ROS | 1,743 | 3,873 | 482 

General surgery 903 1,975 3,964 439 
3,109 6,103 10,568 340 
Totals 5.256 10, 422 19,364 368 
* Expres in per cent, with tl f t is | per cent 
ophthalmology and less than doubling displaying after-discharge 


(from 233 to 408) in otolaryngology. 


these positions cannot 
filled, even approximately. To do so 
would that every medical grad- 
were 6,135 graduates the 
academic vear three 
residency, which would not 
only utterly impossible, but highly 
desirable. 

argue that these ies 
supply residencies and 
them will serve desirable educational 
end, fostering competition among 
stitutions, which those with superior 
residents and the others will not, over 
simplifies the case. 
and even good ones, will have full 
quota residents one time, 
duced number another time, and per 
haps none others. sustain edu 
cational program high caliber dif- 
ficult not impossible under such cir- 
cumstances. Furthermore, there will 
tendency compete for residents 
with other than educational induce- 
ments such higher salaries, more 
bonuses, and easier hours, inevitably 
threatening professional 
ideals with trade-union 


Apparently the wartime stimulus 
expansion graduate medical educa- 
tion was all too effective. The stimulus 


intensity and duration which were en- 
tirely unanticipated. The 
sponsible are multiple. Some are obvi- 
ous: there have been increases the 
number medical graduates and the 
number patients Other 
factors are intangible. 
cians have been educated realize, 
never before, that improved hospital 
and medical care the patient 
inevitable consequence good train- 
program, 
some hospitals have sought 
tained approval training programs 
with the primary objective securing 
medical services low 


cost, 


GRADUATE MEDICAI 
TRAINING 

The outlook for the financing 
graduate medical training not encour- 
aging. For the most part, residents 
regular hospital stipend with education- 
allowances from the Veterans’ Ad- 
ministration. They have married and 
commenced raising families. When their 
cease, increasing numbers 
will discontinue training, either from 
necessity choice, and others will fail 
commence advanced work. 

Possible 
not solutions—may lie the following, 
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singly combination: There may 
which marriage and rearing 
benefits may extended par- 
ticipants the Korean War even 
all medical officers who serve even after 
the shooting over, which likely but 
costly. Advanced training 
limited the well-to-do, which one 
wants. Recent graduates may enter 
private practice for time, accumu- 
late funds support their training, 
practice which oceurring 
with increasing frequency. Institu- 
tions may attempt offer substantially 
greater stipends, which would most 
difficult, not impossible. 


ADMINISTRATION PROGRAMS 

While private institutions may lack 
resources provide stipends consider 
ably higher than have been 
for residents, the public institutions 
not. refer particularly the federal 
hospitals, among which the hospitals 
the Veterans’ Administration concern 
most. few private institu- 
tions can financially compete successful 
with the veterans’ hospitals. They 
may frequently compete offering pro- 
grams superior educational merit, al- 
though many veterans’ hospitals, aided 
the medical schools, are also provid 
ing training high quality. 


TABLE 


RESIDENCIES OFFERED FEDERAI 


ALI | NON 

HOSPITALS 
Ophthalmology 551 
logy 108 343 
Internal medicine 3,873 2,973 
General surgery 3,299 
Other 10,568 
19,364 16,091 


| 


* From statistics provided by the Council on Medical 


+ Army, Navy, United States Public Health Service 
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The impact residencies the vet- 
erans’ hospitals upon other residency 
programs nonfederal hospitals 
one. the 19,364 approved resi- 
dencies all fields all hospitals, 3,- 
273 per cent are federal hospi- 
tals, mostly institutions the Vet- 
erans’ Administration (table The 
number residencies now offered 
federal hospitals more than per 
cent the number offered all hospi- 
tals before the war. ophthalmology 
hospitals 
account for about one sixth the avail- 
about one fourth the places are 
federal hospitals 


VACANT RESIDENCIES 

immediate consequence the 
excessively mounting avail- 
able residencies and currently decreas- 
ing demand for them, there growing 
list unfilled positions. About one 
fourth the 19,364 residencies offered 
are unfilled (table far there 
evidence that nonfederal hospitals 
have higher rate vacancy than 
federal hospitals all kinds. 
there some indication that the reverse 
the case, the veterans’ hospitals, 
and all federal hospitals combined, 
per cent the places are vacant, 
compared with per cent nonfederal 


AND NONFEDERAL 
OTHER PER CENT 
ADMIN FEDERAL 
49 16 16 
105 
102 
1,187 369 
624 


Education and Hospitals. 


and Federal Security Agency 


: 
> 
52 
x 
j 


VICTOR 


AND NONE 


ALI NON- 
ADMIN AKMY NAVY FEDERALT FEDERAL FEDERAL TOTAL 
Vacant 745 910 3,959 4,869 
Per cent vacant 28 | 20 6 9 28 25 25 
- nal statistics provided by the Council on Medical Education and Hospitals 


t United States Public Health Service and Federal 


Data unfilled residencies fields 
specialization are interest. rela- 
tively low vacancy rate obtains gen- 
eral surgery, per cent. ophthal- 
mology about one fifth the positions 
are vacant (table V). The rate for 
otolaryngology high, with 
dency unfilled for every two that are 
occupied. Although otolaryngology has 
increased its educational offerings rela- 
tively less than have other fields, has 
very high rate vacancy among its 
residencies. This appears ex- 
pression impression many have 
had: that otolaryngology attracting 
relatively smaller proportion pros- 
pective specialists than formerly, how- 
ever good bad the reasons may be. 
this field also, the Veterans’ Adminis- 
tration meeting with more success 
than others filling their positions, 
since their rate per cent 
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EDERAL INSTITUTIONS* 


OTHER 


Security Agency. 


against rate per cent non- 
federal hospitals. This relationship may 
shift favor the federal institutions, 
particularly veterans’ hospitals, when 
the educational benefits for veterans 
cease and financial 
come more important 
specialists. 

But even though the number resi- 
the nonfederal hospitals, still remains 
that large number residents are 
now work federal hospitals who 
might otherwise employed 
other institutions. Yet there rea- 
son question the appropriateness 
even desirability residency training 
programs federal hospitals, provided 
Such programs simply add the 
general excess residencies over resi- 
dents. 


ALI NON- OTHER 
HOSPITALS FEDERAI \DMIN FEDERALT 
Other fields »® 27 38 25 
* From statistics supy 1 by the Council on Medical Education and Hospitals 
t Army, Navy, United States Public Health Service and Federal Security Agency 
3 Small numbers involved 
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moderate number vacancies may 
employed beneficially from the stand- 
point world medicine appointing 
limited number foreign physicians. 
Considerable care must taken se- 
lect the best qualified candidates, task 
which difficult enough even the case 
physicians educated this country. 
Employment the listing the better 
foreign medical schools the Council 
Medical Education and 
should materially 
Preference should given applicants 
who will return their native lands 
such can identified—and who give 
promise occupying positions med- 
ical leadership there. Our high quality 
medical care and our excellent train- 
ing programs have constituted this 
country medical mecca which the 
best young physicians many lands 
may well travel with immense profit 
themselves and their home countries. 


OPTIMAL NUMBER SPECIALISTS 

The matter adjusting the number 
medical schools and undergraduate 
medical school enrollments this coun- 
try the estimated needs the popu- 
lation for physicians has received wide 
attention from the profession, the peo- 
ple and the politicians. Yet few attempts 
have been made relate the facilities 
for graduate training the specialties 
the needs the country for special- 
ists. seek answer the question, 
the optimal number special- 
ists the various may rash, 
so, must confess: have been rash. 
The United States Public Health Serv- 
ice also has been rash—more times than 
have, trust. 

About five years ago, approached 
the question pooling the written opin- 
ions more than 100 members all 
American specialty boards. Although 
opinions varied widely, was possible 
formulate rough first approxima- 
tion the possible number special- 


ists which might required the vari- 
ous fields. was estimated that pos- 
sibly 52,800 specialists all fields would 
required for the best medical service 
the people this 

the time this study was under way, 
the United States Public Health Service 
also sought estimate, entirely 
different approach, the number spe- 
cialists required this country. ap- 
plied the existing ratio full-time spe- 
cialists population those twelve 
states the country which are most 
generously supplied with physicians, 
the 1960 estimated population the 
entire country. The United States Pub- 
lic Health Service figure for the total 
number specialists that would 
needed 1960 was Adjusted 
the time and population own 
study, this figure becomes 52,300. 

could not have been anticipated 
made such different methods would 
vield results similar: the method 
combining opinions many special- 
ists, appears that 52,800 specialists 
might needed; the method ex- 
tending the ratio the number full- 
time specialists the population the 
twelve best-supplied states the popu- 
lation the entire country, seems that 
52,300 might required for popula- 
tion large that 1948. 

With allowance for increases pop- 
ulation the near future (now about 
million people per year) perhaps 
would permissible venture the es- 
timate that 55,000 65,000 specialists 
may the optimal number the cur- 
rent decade. this the approximate 
need, what the supply 

The latest American Medical 
tory lists 62,688 physicians who state 
that they limit their practice spe- 
cialty, whether not they are 
Those who not limit their practice 
but who give special attention spe- 
cialty were entirely disregarded. oph- 
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PHYSICIANS ESTIMATED SPECIALISTS NEEDED 
NOW LIMITING 
Ophtl 
10,695 
tolaryr 
(;eneral surgery 9 93] 9 466 5.000 
Other 26,242 31,300 
Potals 62.088 56,2004 52.800 
* Ir ) bst 
On tl ba th poy tl fie would be about 
thalmology com pear that about 3,762 (three 1,- 


bined the estimated needs were 
and The directory lists 
who limit their practice 


(table VI) 


general, there seem about 
many specialists now work have 
been estimated the optimal number 
admitted that, the one hand, both 
the estimates needs may open 
question, and that, the other hand, 
the number specialists now 
tice may not the most desirable num 


for example, many more 


Perhaps, 


physicians should have one, two 


ber 
three 


years residency internal medicine 


preparation for general practice. Yet 
the similarity the figures sufficient 
compelling pose this question: “If 
the present number 
about what need, what the outlook 
for maintaining this number with our 
present facilities for 

Since about per cent the physi 
cians the country die each 
may expect that about 1,254 per cent 


62,688) specialists will die annually 
(table assume that three 
years the average time required for 
the training specialist, 


we 


would ap- 


254) residencies all fields would 
needed maintain the present popula- 
tion Actually, more than 
five times this number residencies 
available. surgery, there are six 
seven times many residencies are 
needed replace surgeons who die. 
ophthalmology and otolaryngology com- 
bined, the ratio lower, with less than 
twice many places are needed 
maintain the present numbers these 

arriving these figures, fallacious 
assumptions may have been employed. 
For example, may that four years, 
rather than three, closer the aver- 
age duration training specialist. 
Yet now have 
avatlable many more training opportuni- 
ties than appear need. This con- 
clusion attested the growing 
list vacant residencies. That list will 
may anticipate that 
perhaps half more our residencies 


seems clear that 


grow, that 


will vacant possibly the near fu- 
ture, entirely independently the de- 
mands for medical officers. 

The purpose presenting these re- 
lationships anticipate the outlook 
graduate medical training. not 
advocate any kind planned regimen- 
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PROBLEMS GRADUATE MEDICAL EDUCATION 


RELATIONSHIP NuMBER RESIDENCIES OFFERED THE NUMBER 
MAINTAIN THE CURRENT NUMBER SPECIALISTS 


SPECIALISTS 


PRESENT ESTIMATED 
YEAR* 


Ophthalmolog 


and 184 
otolaryngology 


Internal medicine 12,490 250 
General surgery 9,931 199 
Other fields 31,043 621 
Totals 62,688 1,254 

* About 2 per cent of physicians die each year 

+ Figures in this column are three times those of the 
is the average period of specialty training 


tation, involuntary channelling ca- 
reers, closing doors any number 
who may wish enter any specialty. 
sure, there are those who would 
wish to do just that: who would estab- 
lish controlled economy the profes- 
sion, those whom the British system 
appeals apparently simple and dis- 
armingly logical system. Lancet wrote, 
ty’s needs will assessed; the special- 
ists meet them will chosen, trained 
and planted into the posi- 
tions. The number training ap- 
pointments hospital and the length 
their tenure will not matters for 
the governing body decide simply 
relation the amount routine work 
they matters for the individual phy 
sician seeking specialty training 
they must modified, within 
limits, form that hospital’s quota 
the country’s training 

simple does this approach seem, 
logical! Rather, naive and 
stultifying, and this country will 


RESIDENCIES 
RATIO OF 


NEEDED AVAILABLE 
REPLACE 1951 
NEEDED, 
PER CENT 
552 959 174 
750 3,873 
597 3,964 664 
1,863 10,568 567 
3,762 19,364 515 
preceding column, on the assumption that three years 


have none it. prefer process 
uncontrolled competition, with free 
choice career the physician. 
choose rely upon kind Darwinian 
natural selection control numbers. 
And the end, our solution 
sounder, 

concern must with the quality 
training, and not with controlling the 
numbers 


SUMMARY 

Facilities for medical graduate train- 
ing expanded meet the needs phy- 
sician veterans World War and 
then continued expand, that there 
are now about four times many resi- 
dencies there were ten years ago. 
fourth these residencies are va- 
cant, not only nonfederal hospitals, 
but federal hospitals well, includ- 
ing those the Veterans’ Administra- 
tion. The outlook for 
creases unoccupied residencies since 
the number approved residencies ex- 
ceeds, about five times, the number 
needed replace the specialists who 
die. 
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aims implant surgery are 
(1) eliminate the sulcus the upptr 
lid and (2) provide movement the 
prosthesis with comfort and safety. The 
causes these defects are physiologic. 
Gross migration tissues occurs 
attempt made the 

When the extraocular muscles are 
leased from their insertions they con- 
tract. This does not result even 
retraction Tenon’s capsule (fig. 1). 


POSITION CAPSULE AFTER 
ENUCLEATION 
The muscles contract different direc- 
tions and evert the edges Tenon’s 
capsule, When one searches for the 
muscle stumps immediately after the 
globe removed, finds them close 
the orbital walls, not collapsed the 
Presented at the Fifty-Sixth Annual Session of the 
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sults the movement posterior 
part Tenon’s capsule forward and 
mesially, thus tending obliterate the 
space This forward move- 
ment the posterior part the capsule 
amounts mm., and semifluid 
fat, largely from the superior compart 
the apex the The straight- 
ening the inferior oblique has vet an- 
other effect due its relationship with 
the inferior rectus, the ligament 
Lockwood and long curved course 
about the globe. These factors result 
elevation the entire cone when 
the attachment the globe released. 

These migrations tissue account 
for the cosmetic defects 
enucleation, The face the socket 
comparatively flat some anterior 
the position occupied the posterior 
pole the globe. This face tipped 
upward and outward about 
The external rectus tendon against 
the lateral wall the orbit, 
traction this muscle does not produce 
lateral rotation the face the socket 
but only little dimpling the con- 
junctiva overlying (fig. 2). The infe- 
rior fornix partially obliterated and 
there ridge over the tendon the 
superior oblique. All the rectus mus- 
cles are retracted and 
therefore proportionately reduced. 

The most logical method avoiding 
these displacements replace what 
has been removed. Ruedemann’s orig- 
inal implant was such anatomic re- 
placement the globe and, course, 
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provided ideal cosmetic rehabilitation. 
sequelae such diminished motili- 
and erosion muscle attachments 
have occurred, The diminished motility 
can attributed fibroblastic prolif- 
eration about the tantalum the back 
the implant, and the erosion the 
tendons failure close Tenon’s cap- 
sule and the conjunctiva firmly front 
the attachments the muscles. 
eliminate these difficulties. Perhaps 
method covering the muscles 
found, The division the prosthesis 
semiburied implant and pros- 
thesis attached pin has made con- 
cover the muscles, but this 
method also introduces the problem 
coaptation the two elements without 
evaluate and eliminate the 


original 


The available make possible 
utilize the tissues any desired man- 
ner to improve cosmetic appearance, 


The anatomic consideration 
importance volume The 
volume of the globe is 6 to 7 ce. The 
usual artificial eve occupies about ce. 
follows that the volume the im- 
plant should approximately ce. 
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SPHERICAL VOLUMES 


mm. sphere 8.1 
mm. sphere 4.1 
mm. sphere 2.6 ce. 
mm. sphere 1.8 ce. 
mm. sphere 0.5 


apparent that implants should 
approximate mm. sphere size for 
anatomic replacement one does not 
take into consideration the proliferation 
new-formed tissue. must al- 
lowed that hematoma the muscle 
cone may become organized even 
simple enucleation and form the basis 
for motility prosthesis. Tantalum 
seems stimulate considerable fibro- 
blastic proliferation which varies with 
the smoothness apposition between 
the implant and the prosthesis and with 
the postoperative pressure applied. 
may estimated that the newly formed 
tissue may occupy much cubic 
centimeter with certain implants. 
general, the better the fit between the 
prosthesis and the implant, the more 
nearly must volume replaced since 
even pressure would tend diminish 
the amount new-formed tissue. 

The principles elastic behavior 
tissues explain many the phenomena 
encounter the utilization orbital 
tissues, Guyton has outlined these prin- 
ciples and their application implant 
surgery. 

Body are divisible into the amor- 
phous type, which behave man- 
ner; and the fibrillar with surface forces 
which line them into chains. Tissues con- 
taining fibrillar proteins are 
rubber-like. The chains are 


elastomers, 
directed randomly, and variously coiled and 
cross-bonded, unless the tissue 
stress. When subjected stretching force 
one direction, there partial re-alignment 
the chains that direction. There 
sistance the stretch (in any direction) be- 
cause contracting force between the ends 
molecules the chains. the stretching ten- 
sion continues, there gradual development 
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pseudo cross-bonds corresponding that 
alignment, and the tissue gradually stretches 
“creeps” along that direction more and more 
over course months years; and not 
subjected stretching tension greater 
one direction than others, gradually 
undergoes contracture toward the shape where 
there non-alignment the molecular chains 

The elastic qualities biologic elastomer 
are classed excellent there long 
range rapidly and almost 
versible extensibility, and classed poor 
there low elastic limit (beyond which 
point the tissue undergoes disruption) 
rapid reversibility extension far from 
complete. Thus, the sarcolemma muscle 
fibers and the elastic fibers connective tis 
sue possess excellent elastic properties, where- 
collagen reticular fibers are poor this 
respect. The actomyosin within muscle fibers 
behaves plastic manner when not acti- 
vated stimulation but almost perfect 
elastomer when stimulated. 

Connective tissue formed fibroblasts 
maturing fibrocytes and laying down extra- 
cellular reticulum, collagen and elastic fibers 
variable proportion. Reticulum merely 
primitive collagen. The ratio 
fibers collagen fibers determined the 
cytes; this appears related 
siderable part the range change 
dimensions normally undergone 
sue. Thus, the comparatively rigid tendons 
not contain any appreciable elastic connective 
tissue fibers (and the collagen fibers are highly 
oriented direction) while elastic fibers are 
abundant (and collagen fibers are only slight- 
oriented) the loose interseptal 
tissue muscles. Scar tissue newly form- 
connective tissue (fibrous tissue) which 
has abundant collagenous and very few elas- 
tic elements. 

When connective tissue remains under ten 
sion above certain maximum average any 
direction, gradually stretches 
along that direction more and more over the 
then slower and slower rate. not 
subjected balancing stretching tension 
the direction partial alignment 
molecular chains, gradually undergoes con- 
tracture along that direction. undergoes 
becomes less flexible per unit cross 
section but thinner; and when undergoes 
contracture, also becomes less flexible and 

Thus, the case implants, greater 
thickness fibrous tissue surrounding the 
portion posterior its equator than that 


anterior the equator tends result gradu 
ally progressive contracture posteriorly and 
stretching anteriorly, with migration the 
implant anteriorly. Similarly, thick 
ness fibrous tissue around various meridians 
the implant will gradually cause 
grate toward the side undergoing “creep.” 
Also, external tension applied 
plant, such downward pressure 
pin integrating prosthesis, may result 
gradual creeping the fibrous tissue sup 
porting the upper portion such implant 
with contracture that below. When “creep” 
occurs the point where, 
stretched-out tissue, the stress per unit cross 
section surpasses the elastic limits, the 
then stretches steadily increasing rate and 
eventually undergoes disruption. 

Muscle fibers have long range almost 
have collagenous attachments their ends 
(tendons scar tissue), and they 
rounded connective tissue sheath 


The contractile element the muscle 
fibers actomyosin, The amount this 
substance present muscle depends 
the activity the muscle during the 
preceding few weeks. The greatest effi- 
ciency the muscle rest length 
diminishing the muscle allowed 
length and diminishing when lengthened 
200 per cent rest length. 

The second point considered 
the position attachment the mus- 
cles the implant. This determines the 
position the posterior pole and the re- 
lationship the muscles the center 
rotation well the tension the 
Atrophy the muscles the 
sense diminished efficiency and loss 
actomyosin results from failure 
utilize them under normal tension. 
The posterior circumferential distance 
between the insertions opponent rec- 
tus muscles about mm. The cir- 
mm., which means that semiburied im- 
plants larger than this may require some 
separation the tendons but that im- 
plants this size smaller allow the 
opponent tendons sutured together 
even overlapped when the implant 
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occupies the proper position the or- 
bit and maintains the proper tension 
the muscles 

third consideration how the vol- 
prosthesis and implant. Here again, the 
farther one deviates from anatomic 
placement, the more complications are 
introduced, True depends upon 
insertion the muscles anterior the 
combined center gravity. This 
sirable because rotation minimizes strain 
The 


movement most semiburied implants 


the adhesions the implant 


now use lever-like action, the pos 
terior pole the implant acting 
The 


portional the lever arm. This mini 


fulerum strain inversely pro 


mized the equatorial diameter the 
implant approaches em. and 
sign which provides fibrous ring 
front the equator least equal 
the tissue behind the equator 


(one the most difficult problems 
semiburied implants the fate the 
tissues which lie between the prosthesis 
and the implant and upon which the 
prosthesis impinges swung about 
tween the two elements 
quirement, 

Tantalum mesh and tantalum sutures 
promote firm fibrous union, which 
the tantalum mesh has been extended 
behind the actual point desired 
tachment, late limitation 
the implant results. The use tantalum 
is also complicated by the tendency to 
This serious hazard 
when muscles are sutured tantalum 
mesh 

regard the use tissues, the 
conjunctiva utilized, must placed 
sure, else loses its character 
comes thick, tough, inelastic 
sibly infected 
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fers ideal receptacle for implant, 
since will adapt itself any reason- 
able size shape and retain its char- 
face. There basis for fear extrusion 
large implants when the muscles are 
not attached the implant and are 
placed under abnormal tension, when 
the extraocular muscles are tied togeth- 
with purse string suture over 
mm. sphere. However, the muscles 
are utilized under normal tension, there 
hazard meridional extrusion. 
The position the implant depends 
other factors, and capsule 
sufficiently elastic that need not de- 
termine the size the implant. 

There remains the utilization new- 
formed tissue. capsule not 
closed, fibrocytic pseudomembrane re- 
places the elastic capsule. This mem- 
brane somewhat resistant infection 
but may also reduce motility. 

apparent that perfect restoration 
not attained easily, and this sur- 
meticulous intra 


gery must 


ocular 


SUM MARY 
Accurate 
and placing the posterior pole the 
implant the position the posterior 
pole the globe minimize tissue migra- 
Strain the attachments the 
muscles the implant reduced they 


volume 


are inserted anterior the center ro- 
tation the implant and prosthesis. 

Friction and pinching tissues 
are reduced there accurate 
tion between the implant and the pros- 
thesis. 

Tantalum 
blastic proliferation and should util- 
ized only where strong adhesions are de- 
motes fragmentation. 

Conjunctiva thickened, 
tough and inelastic unless utilized 
under some tension pressure. 


becomes 
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PROCEDURES AND PHYSIOLOGIC FACTORS 


BALTIMORE, MD. 


give broad outline enucleation pro- 
cedures general and add few 
other factors which influence our cur- 
rent ideas the fundamental anatomic 
and physiologic principles ably pre- 
sented Dr. Culler. 


Simple enucleation, wherein the globe 
shelled out Tenon’s capsule, was 
1841. Simple evisceration, consisting 
reaming the contents out the sclero- 
corneal envelope and leaving least 
part that structure situ, was first 
advocated 1872. The bury- 
ing hollow glass spherical implants 
within the scleral envelope was reported 
Mules® 1885, and two years later 
plants within Tenon’s capsule. Some 
thirty-odd materials have 
implanted one way another. 


revolutionary introduc- 
tion partially buried implantation 
(begun 1941 and reported 
plus Cutler’s success with buried “bas- 
ket” implant and matching prosthesis 
(begun 1943 and reported 
and later with coupling arrangement 
for semiburied implant 
actuated the current renaissance enu- 
cleation procedures responsible 
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PROSTHESES 

Solid glass “shell” prostheses have 
been available since the seventeenth 
century. Snellen’s hollow, blown-glass 
“Reform with smoothly round- 
which obviated much dis- 
comfort when fitted into the deep-set 
sockets most commonly encountered, 
were introduced 1898 and largely re- 
placed eyes. Plastic prostheses 
were 1935, became gen- 
erally available 1944, and have now 
almost completely supplanted glass. 

Plastic prostheses are constructed 
most altogether polymerized methyl 
methacrylate, which easy mold, tool 
add onto, and comparatively light 
(specific gravity 1.16 1.20). 
acrylic prosthesis does not erode (as 
does glass) from long contact with con- 
junctival causes minimum 
contact irritation the conjunctiva 
provided the acrylic chemically pure, 
completely polymerized, and highly pol- 
ished. has the disadvantages 
scratching easily, which necessitates re- 
polishing avoid irritation, and re- 
sistance wetting, which may result 
lusterless appearance unless 
ting agent (such zephiran) occa- 
sionally applied its anterior surface. 

The corneal button, consisting 
clear plastic with appropriate iris 
incorporated into its posterior por- 
tion, needs some thick for the 
most lifelike appearance, but can 
made thin mm. without much 
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face semiburied implant, de- 
mands, 

The size and curvature the scleral 
portion must vary according the sock- 
being fitted, the optimal average radi- 
ranging from about mm., where 
the prosthesis supported promi- 
nent stump semiburied implant, 
around mm. more, where the 
socket deeply retracted. Most stock 
artificial eyes have too flat scleral cur- 
vature for proper adaptation semi- 
buried implants. 


COMPARATIVE ASPECTS PRINCIPAL 
TYPES OPERATION 

likely preserve bet- 
ter orientation orbital structures than 
enucleation, and there less likelihood 
late displacement intrascleral 
implant than Tenon’s capsule im- 
plant. However, Mules’ operation ob- 
viously not suitable for intraocular 
tumor grossly shrunken disor- 
ganized globe, yields inferior path- 
ologic specimen, and usually causes 
more postoperative reaction. Further- 
more, early reports sympathetic oph- 
soon led rather restricted 
use evisceration, and these still exert 
potent influence favor complete 
enucleation. have personally avoided 
evisceration the past from fear 
ophthalmia. all fairness, 
however, critical review such re- 
ports now leads conclude that 
while evisceration sympathicogenic 
eye may not prevent the subsequent de- 
velopment sympathetic ophthalmia 
and enucleation preferable 
cases, evisceration eye not previ- 
ously perforated has been followed 
true sympathetic ophthalmia with such 
rarity (if ever) not valid in- 
fluencing factor the choice opera- 
tion. 

consensus this symposium group 
favors some form buried semi- 
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buried implant for all cases except pan- 
ophthalmitis orbital extension in- 
traocular tumor. From the cosmetic 
standpoint alone, and disregarding for 
the present the question semiburied 
versus buried implantation, majority 
ranks intrascleral impiant first, Tenon’s 
capsule implant second, simple eviscera- 
tion third, and enucleation 
fourth. 

believe the optimal buried intra- 
scleral implant mm. sphere, in- 
serted through radial scleral incision, 
with preservation the cornea but with 
the posterior pole. are not generally 
agreed the optimal size buried 
spherical Tenon’s capsule implant: one 
from mm. does not give the 
best restorations but seldom inter- 
feres with fitting prosthesis even 
undergoes late displacement into one 
mm. gives progressively better results 
happens remain perfect position, 


‘but progressively more trouble mi- 


grates (as does more often than not). 


the stump too deep-set the 
wrong position for supporting 
the prosthesis, either directly via 
semiburied implant, good cosmetic re- 
sult can obtained only the patient 
has relatively small palpebral fissures 
and “tight” lids, preferably with promi- 
nent brows, The prosthesis must 
fitted the lids hold its periphery 
contact with the medial, inferior and 
lateral fornices. thus depends the 
anterior-posterior movements those 
fornices for its limited motility, the 
stump itself simply sliding around be- 
neath the prosthesis. The upper edge 
the prosthesis cannot extended poste- 
riorly rest the upper fornix with- 
out exaggerating the deepened sulcus 
and retracted upper lid described 
Dr. Culler. Therefore, pressure trans- 
mitted from the upper lid plus weight 
the prosthesis pushes the lower lid 


; 
he 
; 
4 
: 
— 
: 
x 
3 
as 
« 
4 
| 


ORBITAL IMPLANTS 


JAN.-FEB 
1952 
downward and forward, tending 
widen the palpebral fissure and cause 
ectropion. Progressive stretching 
“creep” the lower lid may lead 
more and more ectropion, more back- 
ward slant the prosthesis, and deep- 
upper-lid sulcus. 

Partial correction the defects inci- 
the stump can often accomplished 
one more the following proce- 
dures: (1) secondary implantation into 
the muscle cone, which will discussed 
later this program; (2) tightening 
the lower lid, with procedure such 
the Kuhnt-Szymanowski appro- 
priate modification thereof, whereby the 
prosthesis may straightened and 
the upper lid sulcus filled out ex- 
tent not generally recognized such 
operation; (3) dissection the in- 
ferior oblique and attachment 
insertion far posteriorly onto the ex- 
ternal rectus sheath; and (4) filling 
the upper lid sulcus with graft 
fascia lata inert material. 

Support and motility are transmitted 
directly from stump prosthesis when 
after Mules’ operation (or much less 
frequently following Frost’s operation), 
convex stump happens just 
prominent enough positioned 
that thin shell prosthesis can fitted 
smoothly over fashion similar 
the fit contact lens. Too prominent 
stump precludes cosmetically tenable 
prosthesis because the staring ap- 
pearance from too wide palpebral 
fissure. 

Since buried Tenon’s capsule im- 
plant spherical shape seldom results 
stump which will support shell 
prosthesis with any permanency, many 
variations the shape and construction 
such implants have been tried. Prior 
1943, consistently superior one 
was found, possibly due largely diffi- 
culty shaping the older 
theses variously shaped stumps. 


AFTER ENUCLEATION 


1943, Cutler began burying 
shaped acrylic framework into Tenon’s 
capsule with its concave aspect anterior- 
ly, and utilizing prosthesis with 
smooth projection its posterior sur- 
face which would fit into the concavity 
the stump. obtained excellent in- 
itial results enucleations performed 
with this technic and the 
mained uniformly excellent for several 
years, but considerable number ex- 
after five six years. 

number subsequently designed 
buried “motility” implants show prom- 
ise. Among these should mentioned 
Troutman’s ingenious 
with mm. band tantalum mesh 
anteriorly maintain proper posi- 
tion. There some question how 
much the magnets embedded the im- 
plant and corresponding prosthesis ac- 
tually contribute toward the nice results. 
Allen’s buried implant! should also 
short tunnels through which the recti 
are sutured, thus anchoring 
tion. The value the flat anterior sur- 
face subject question, Culler’s 
mm. buried implant? has small 
anterior convexity covered tantalum 
mesh for maintenance position and 
promotion fibrosis the anterior 
portion the stump. The size and shape 
this implant afford optimal restora- 
tion for use shell prosthesis. 


general, these buried “motility” 
spheres because they are likely re- 
main within the muscle cone and can 
made sufficiently large maintain satis- 
factory orientation orbital structures, 
rather than because any particular 
shape imparted the stump. Long ex- 
perience with spherical implants has 
shown tissue between the implant and 
prosthesis will gradually erode through 
unless the pressure distributed over 
considerable area and the intervening 
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tissue reasonable thickness, and 
none the newer “motility” implants 
have been used long enough for true 
evaluation permanency. 
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CLASSIFICATION AND MECHANICS INVOLVED 


WENDELL L.. HUGHEs, 


CLASSIFICATION 

THERE are two main types implants 
use the present placed into 
the orbit: 

Buried implants. 

Open-face implants which 
anterior part the implant 
intentionally left uncovered. 

They may also classified according 
their use enucleation eviscera- 
parts the sclera are 

comparison simple enucleation 
without any implant, the insertion 
inert ball graft living tissue into 
capsule produced considerable 
improvement the appearance the 
patient fitted with 
Many types materials have been used, 
some which are glass, gold, vitallium, 
tantalum sphere tantalum mesh, lu- 
cite, methyl methacrylate, Kel-F, cotton 
wool, charred cancellous bone, autog- 
enous preserved human animal 
cartilage, fat and various other tissues. 
Some these were put into the scleral 
cavity either with without excision 
the cornea, and some were used after 
enucleation, 

The early buried implants 
spherical, but other shapes have been 
used—spheres with grooves 
pyramids, oval shaped with rounded 
(Berens). Tantalum mesh been 


were 
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added many the buried implants 
prevent migration and give better 
motion. 

Experiments have been 
various shapes buried implants with 
the idea attempting provide 
shape which when moved the extra- 
ocular muscles would transmit more 
the motion the stump the artificial 
eye; for example, one was like 
football stadium and another had 
broad flat surface anteriorly. 
cent literature replete with changes 
the shape the buried implant, such 
Cutler’s early basket type 
vided anterior surface into 
which fitted projection the back 
the prosthesis. 

Numerous changes shape, particu- 
larly the anterior face, have been de- 
signed produce increased pushing 
forwards the edge the prosthesis 
prosthesis used with this type im- 
plant (Allen). 

Various magnets 
porated into the implant, and the pros- 
theses have core them that they 
are affected the pull the magnet. 
These are designed increase motility 
changes the magnetic pull and 
closer coaptation the eve with the 
implant. These might 
integrated implants. 


have 


Open Face Implants 

The second main group implants 
are those designed leave anterior 
face exposed. 
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The original example this type 
Ruedemann’s one-piece implant eve 
which artificial eye match the re- 
maining eye was incorporated directly 
the anterior surface the implant. 
This was then sewn permanently po- 
sition. This was followed Cutler, 
Hughes and many others developing 
two-piece implants which the implant 
remains the tissue permanently and 
directly contact and integrated with 
the back the artificial 
means peg which serves transmit 
the motion the stump directly the 
artificial and support the eye 
the socket without having rest the 
lower lid. the latest models Stone 
the muscles are attached means 
tantalum clips and Ruedemann now 
which the muscles are 
means tantalum plates and staples. 

Some the implants are designed for 
use with enucleation, some with evis- 
ceration, and some for excising portions 
the sclera and utilizing remaining 
portions for retention the implant. 
The bodies these are for the most 
part roughly spherical and most have 
flat surface anteriorly. Usually this flat 
surface projects forward with neck 
intervening. One these (Hughes) has 
its anterior face tilted forwards tem- 
porally make easier fit the arti- 
ficial eye the implant shows any ten- 
dency late divergence. 

Most these now rely tantalum 
mesh which the muscles and Tenon’s 
capsule may attached. Exceptions 
this are, course, the Guyton exoplant 
which the muscles are passed through 
tunnels placed well back the implant 
and Culler’s May-basket type which 
the muscles and fascia pass across the 
anterior surface the implant while 
passes forward front the 
conjunctiva from side side. This 
handle has perforations integrate 
with the artificial 
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Some are all plastic, some all metal, 
and others various combinations 
metal and plastic. 

One the defects all the im- 
plants using mesh that the mesh has 
been molded heretofore from flat piece 
tantalum screen which 
over the body the implant and the 
interstices are necessarily uneven. The 
wires are much closer together some 
places than others, and the spaces 
are correct one location, they are ob- 
viously incorrect another place. 
Where the wires the mesh are too 
close together, the tissue the muscles 
and fascia does not grow firmly into the 
spaces between the wires and reces- 
sion tissue often seen over area 
where the wires are tightly compressed 
together. the wires were woven the 
shape cone could fitted most 
shapes implants now use, thus 
minimizing the differences the size 
the interstices. Until this done, one 
the main problems regard the 
mesh will remain unsolved. 


MECHANICS INVOLVED 

simple enucleation there very 
small stump, but with evisceration this 
stump somewhat larger. the case 
spherical buried implant replacing 
the removed eye its contents, stump 
formed which convex forward and 
moves readily the action the mus- 
cles with considerable slippage between 
the movement the stump and that 
the eye. The more this protrudes, 
either centrally the periphery, the 
more movement can expected, pro- 
vided that there room the medial 
and lateral fornices for the eye ro- 
tate. When the anterior surface the 
socket moderately convex, the medial 
portion pulled back rotation 
toward the nose action the medial 
rectus and tissues the lateral canthus 
are tightened horizontally and push the 
lateral fornix This results 
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tilting the artificial eve toward the 
nose. Motion the other directions 
accomplished similar manner. 
Buried implants with more less 
flat surfaces are designed produce 
the pushing forward effect the oppo- 
site edge more with less slip- 
page, and therefore bring about great- 
excursion and quicker motility. The 
same true implants that are placed 
the sclera. Here the volume in- 
creased the mass the sclera, and 
the cornea remains intact, the con- 
vexity increased that thin close- 
fitting artificial eye will produce cer- 
tain amount suction. accurate fit 
must obtained for the best functional 
result. The Berens type implant 
designed combine these two effects. 
the case the integrated implant 
which the muscles are fastened ante- 
rior the equator the body the 
implant, moves all directions very 
much normal eye would move un- 


less becomes limited mechanically due 
scarring thickening infiltration 
fascia and muscle tissue loss at- 
tachment muscle or, more less 
rarely, true paralysis The 
latter might traumatic from recent 
previous trauma, surgical other- 
wise, 

the case exoplant the 
Guyton type, the muscles are far back 
the anterior surface and integrat- 
with the artificial eye anteriorly 
means depression the implant 
and peg the back the eye. The 
eye moves virtue the lever action 
the exoplant the artificial eye. 


the case full eye implant, 
which believe has now been given up, 
the recti muscles were reattached the 
artificial eve near the position 
the normal attachments possible, and 
they pulled the rim sphere, thus 
imitating most closely the normal pull 
the muscles. 
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PRINCIPLES UNDERLYING THE SURGICAL TECHNIC 


M.D. 
WILMINGTON, DEL. 


order present wider point 
view the principles underlying the 
surgical technic the implant, brief 
questionnaire was submitted rep 
resentative group ophthalmologists 
whose interest this subject was more 
than occasional and whose operative 
procedures involved different types 
both buried and integrated implants. 

volved before surgery considered for 
any type implant the proper selec 
tion the patient. the following tab- 
ulation are listed some the favorable 
and unfavorable types patients: 


Unfavorable 
individuals 
Deep set eves with narrow fissures 
sockets 


Patients who live work dusty 

atmosphere 

Patients who can not 
followed 

Patients who will not follow good 
hygiene 
(primarily reference integrated 
implants 

tumor that has may likely ex- 

tend outside eye 


Younger 
Normal near-normal sockets 
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Patients who can seen oph- 
thalmologist intervals and who 
will maintain proper hygiene the 
eve and socket 

well known that enucleation 
has been considered the easiest and least 
important operation and was the first 
operation assigned the ophthalmol- 
ogic intern. progress the cosmetic 
result following enucleation take 
place, that attitude must abandoned, 
and the care, thought and training that 
are used the development cataract 
surgery applied implant procedures. 

Ideally, all types 
dures should done every ophthal- 
mic But just other types 
eve surgery, not possible for the 
occasional operator achieve the best 
surgical results with the newer types 
implants. Certainly some the unfa- 
vorable surgical results are due the 
lack surgical experience this type 
surgery. 

Although matter some dis- 
agreement, would well consider 
implant surgery plastic recon- 
structive procedure, necessity limited 
bear mind that the motility implant 
procedure requires expert care 
ting postoperatively. 

Certain basic principles implant 
surgery have become amply demon- 
strated primary importance the 
last five years. The these, the 
motility type implant, muscle dis- 
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section and muscle fixation. The mus- 
cles may attached one another 
the Guyton and Allen implants, fixed 
with tantalum pegs the Stone, 
sutured the implant the Univer- 
sal. The more definite the dissection, 
particularly secondary implants, the 
better the motility. The more permanent 
the muscle attachment, the 
manent the fixation the implant. One 
cannot rely permanent adhesion 
the muscle any inert material unless 
the muscle also attached some per- 
manent mechanical means such pins 
permanent semipermanent sutures. 
the muscle attachment lost, then 
the fixation the implant lost; 
buried implant, tilting follows, and 
integrated implant, 

possible that the use sclera 
with the muscle attachments intact has 
not been exploited enough the 
field buried and nonburied implants. 
Certainly the Burch and the Univer- 
sal the motility excellent. 

The fixation value Tenon’s capsule 
has probably been overestimated. The 
interpretation its value 
since the placement sutures might 
used. The principle value 
protective all implants and 
importantly The muscles are neces- 
for function and retention. 
capsule gives added strength the con 

integrated implants the smooth ap- 
plication the conjunctival edge around 
the neck the implant will mitigate 
against over-growth granulation tis- 
sue. This well demonstrated where 
the conjunctiva can purse-stringed 
behind projecting ring. The close and 
smooth approximation the conjunc- 
tiva the implant seems reduce the 
possibility retraction tissue with 


resulting problems excess exposure 
and secretion. 

The value tantalum other types 
mesh, first used Whitney and Rue- 
demann, still some disagreement. 
Some have never used it, others feel 
very important. Certainly remov- 
ing the mesh type implant the sur- 
rounding tissues are very firmly attached 
and cannot separated except cut- 
ting instrument. However, this attach- 
ment deceptive. socket where 
the implant subject constant move- 
ment and pulling stress, muscle 
comes detached the implant can rotate 
through degrees, the tissue one 
side gradually letting and the 
other attaching itself. The end result 
firmly attached but misplaced implant. 
The possibility granulation 
mind. 

Since firm attachment muscles 
each other the implant necessary 
for good result, follows, men 
tioned before, that the better the dissec 
tion the muscles secondary pro- 
cedure the better the result. least 
should done prevent bizarre move 
ment the implant. 

Repair unwanted exposure 
plant difficult and uncertain. Replace 
ment detached muscle generally 
considered unsatisfactory all 
implants. better remove the im- 
plant and re-operate later date, 

junctiva all costs. possible but 
not preferable achieve substitutes for 
the original conjunctiva. 

Conjunctival covering necessary 
any successful implant operation and 
the amount available the fornices de- 
termines the amount movement 
the artificial eye. 
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Symposium: Orbital Implants After Enucleation 
END RESULTS IMPLANT SURGERY 
INVITATI 
BRIEF statistical report has for the questionnaire, but sev- 
compiled material gathered through questions relating this make 
survey implants sponsored the possible draw some conclusions from 
Academy. Each fellow the Academy the general classifications. lumping 


received questionnaire covering vari- all the reports under general 
ous aspects implant surgery and one can obtain idea 
plications implant surgery over the early cosmetic results possible with 
five-year Considering the length the principal types implants, and also 
the questionnaire and the time neces- the magnitude the troubles en- 
sary fill out one, let alone numerous, countered, There can valid com- 


cases, relatively large response evaluation the differences 
obtained, and 1509 cases were trans- complications 
ferred punch cards for analysis. implants because the time 
this number, two-thirds were male, factors involved, the buried implants 
the predominant age group was between not had long trial period 
and years. behalf the Acad- uncovered implants. 
emy and the members the Symposi- The number postoperative visits 
um, should like take this opportuni- was greater for exposed im- 
thank all you who cooperated cases compared buried im- 
filling out this plant cases. Again, however, the factor 
brief word explanation time use enters into the significance 
order concerning the results. did not statistically, 
sible give individual breakdowns 
the various types implants within the 
general classifications, these would Spherical 243 
have value and would only prove 
leading the choice the individual Table illustrates the breakdown 
implant. The actual follow-up that have used the 
could not obtained from the data analysis, together with the numbers 
*Elected fellowship the Academy, involved under each type. The 
14-19, 1951, Chicago, analyzed and found show signifi- 
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cant statistical difference and were re- 
moved from the series, The remainder 
the tables will concern enucleation 
procedures only. 

The number types various im- 
plants under each general classification 
are shown Table These implants 
plus some others have all been covered 
the paper Dr. Hughes. 


300 


AFTER ENUCLEATION 


REPORTED SURVEY 


TYPE OF NUMBER 


IMPLANT REPORTED 
Exposed 18 
Buried 
Magnetic 
“Motility” 
Spherical 


Ficure 


The peak the exposed implant use 
was reached 1949 (fig. 1). The use 
buried motility and magnetic im- 
plants has increased the present 
time. The figures for 1951 were correct- 
the basis seven-months use. 
The spherical implants have more 
less level use curve. 

table the final motion obtained 
with the various types implants 
shown. The exposed implants are seen 
have the greatest percentage mo- 
tility the 100 per cent range, 
whereas the greatest percentage mo- 
tility the buried implants falls slightly 
below this. the case the spherical 


per cent There was sig- 
nificant statistical difference motion 
the various types. 

There significant statistical differ- 
ence the ptosis, and the basis 
these reports one can probably expect 
ptosis greater number the buried 
implants magnetic and motility types 
(table With regard bizarre mo- 
tility and proptosis there signifi- 
cant difference. Many factors involved 
all these conditions which were not 
covered the questionnaire might serve 
clarify them and give further indica- 
tion their expected occurrence. 
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32 RICHARD C. TROUTMAN 
ACAI ) 0 
TYPE PERCENTAGE MOTION OBTAINED 
IMPLANT 
40-60 60-80 80-100 UNRE- 
less PORTED 

Bur 

Magnetic 20 30 35 11 

“Motility” 5 20 30 29 16 

Spherical 13 65 4 8 10 
*Figures given represent percentages of each type 

TYPE OF PTOSIS BIZARRE PROPTOSIS 
IMPLANT MOTILITY 
Percentage) (Percentage) 

Buried 

Mawnetic 2 

“Motility” 

Spherical l 0 0 


Table shows breakdown the 
incidence extrusions and removals 
implants all types, and here see 
preponderance extrusions and remov- 
als the exposed types. Here again the 
follow-up period was not determined, 
and this made impossible estimate 
the success any one type with any de- 
gree statistical validity. Differences 
extrusion and removal rate 
were generally related the time use 
(on basis operation) the 
Without time control there valid 


IMPLANTS 


OF VER 
IMPLANI CENTAGE 
sed 28 
Buried 
Magnetn 10 
Spl erical 4 


for comparison the exposed 
because the exposed 
group have been use longer 
and have longer period over which ex- 
trusions removals could 
curred, 

There was very little statistical dif- 
ference demonstrated between the mag- 
netic and the motility implants with re- 
gard tendency uncover (table 
Since their use curves approximate 
each other, there comparative basis 
here. cannot said from this, how- 
ever, that the use the magnet pre- 
disposes uncovering the implants. 


UNCOVERING 
(not removed) 


OF PERCENTAGE 
UNCOVERING 
Magnetic 
Spherical 
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Postoperative displacement tilt ap- 
pears occur about the 
centages all types implants with 
the exception the spherical (table 

The survey seems verify obser- 
vation, made all us, that dis- 
charge significantly greater the ex- 
posed implants. The percentages given 
table VIII refer only implants 
which have not been removed. num- 


VII 


DISPLACEMENT “TILT” 


TYPE OF 


ber implants were removed because 
discharge, but the majority (about 
per cent) were removed because one 


more muscles pulled loose. The re- 
mainder were removed because ex- 
cessive granulation tissue (often accom- 
panied severe discharge) other 

Granulation tissue appears occur 
small percentage both the exposed 


GREAT MODERATE SMALL 
IMPLANT Percentage) (Percentage) 
Magnetic 
“Motility” 
Spherical 0.4 
VIII 
DISCHARGE 
(Implants not removed) 
TYPE SEVERE MODERATE MINIMAL NONE 


IMPLANT 


Exposed 

Buried 
Magnetic 
“Motility” 
Spherical 


TYPE OF 
IMPLANT 


Exposed 

Buried 
Magnetic 
“Motility” 
Spherical 


(Percentage) (Percentage) 


REPORTED 


3 6 44 47 
SEVERE MODERATI SMALL 


(Percentage) 


2 
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(In using 


OF GREAT 
IMPLANT 
exposed 6 
Buried 

Magnetic 0 

Spherical 0 

CELLULITIS 

OF PER 
IMPLANT CENTAGE 
| Aposca 
Burned 

M net 05 

Motility 1.5 

Spherical 0 


and the buried magnetic 
implants (table 

implants using tantalum-mesh fix- 
ation, particularly the exposed and 
buried “motility” types, there frequent 
exposure the mesh (table 

rarely but about the 
lieved, however, that can occur 
greater degree the types This 


appears to occur 


was not borne out the survey (table 


XT). 


tantalum-mesh fixation) 


SMALI 


MODERATE 
(Percentage ) 


0 0 
REACTION 
PER- 
IMPLANT CENTAGE 
1.5 
Buried 
Magnetic 2.3 
Spherical 


The last table (table shows the 
percentage allergic reaction the 
plastic incorporated the implants, 
most instances methyl methacrylate. 
This, too, shows little significant statis- 
tical difference. 

May thank you all again for your 
cooperation furnishing with this 
Further analysis going 
and hope able add the data 
given herein aid you the selection 


of an enucleation pr cedure. 
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CAUSES COMPLICATIONS AND THEIR SOLUTION 


M.D 
BOSTON, MASS. 


RY INVITATION 


part this symposium dis 
cuss the reasons for complications and 
how avoid them. Because lack 
time will impossible discuss the 
detailed treatment. Five main complica 
tions occur. These are 
(2) uncovering the case the 
implant exposure meshwork 
plastic the case the incompletely 
covered implant; (3) 
sue; (4) operative difficulties with sec- 
ondary delayed implants and (5) dif- 
ficulties with fitting shells allow full 
motility. These complications occur 
degrees both the complete- 
buried and the incompletely covered 
implant. will discuss each these 
turn and will refer frequently 
ries cases performed over the 
past four and one-half years 
Massachusetts and Ear 
where studies the causes complica- 
tions have been carried out and follow- 
ups have been very nearly complete. 
hundred forty-one the 160 
tients have been followed three- and 
intervals. 


Moderate Severe Secretion 

This occurs approximately 
cent incompletely covered implants, 
per cent buried movable im- 
plants, and about per cent the 
glass gold ball implants. These per- 
centages occur postoperative hy- 
giene the socket utilized. The se- 
cretion the nature superficial 
Presented at the Fifty-Sixth Annual Session of the 


American Academy of Ophthalmology and Otolaryn 
gology, Oct. 14-19, 1951, Chicago, Il] 


chrome conjunctivitis. its mecha 
nism, the following has 
sized: 

The normal mechanism for the 
age physiologic secretions from the 
conjunctival sac along 
the lid margins and into 
When the has been removed, this 
mechanism longer operates, for there 
always potential space behind the 
anterior shell-piece which with 
whose 
mucin, according Ruedemann, not 
placed correct solution the tears 
and cannot drained 
present excellent culture media for the 
growth bacteria which may 
advertently introduced into the socket. 
this series, cases the 160 were 
cultured and all were found have 
(table necessary use natural 
rather than synthetic media ensure 
growth, Cultures should taken with 
into broth and incubated. these pre- 
cautions are taken, 
isms will grown from these sockets. 
The predominant organism was Staph- 
aureus with Escherichia coli 
The most efficient way intro- 
duce Escherichia coli into the socket 
the hands result uncleanly 
toilet habits. 

hygiene the socket routine, con- 
sisting scrubbing the hands thorough- 
before touching the eye the morn- 
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CULTURED OVER PERIOD 


PATIENTS WITH SECRETION 


NO. OF 
CASES WITH 


ORGANISM FOUND *® ORGANISM 


Staph. aureus 
( oag , hem. + 2 
Not reported ... 
Pneumocoecus 
hem. strep. 
Alpha hem. strep 
Strep 
Mixed cultures above 
(two organisms) 
Mixed cultures above 
(three organisms) 
Total number cultures taken, 


faecalis 


Cd me ome 


* Diphtheroids and Staph. albus not reported. 


(From J.A.M.A., 145:371 (Feb. 10) 1951.) 


all stray bacteria out the socket, and 
flushing the socket with salt solution 
the morning with ear-ulcer syringe 
with the shell place, was instituted 
this series incompletely covered in- 
tegrated implants. Instructions are giv- 

the patients printed form (table 

leaving the hospital and they are 

shown carefully how irrigate their 
sockets. This mentioned two 
three postoperative visits. They usually 
adopt the routine very readily. 


ing, antibiotic ointment night keep 


Although the secretion rate the 
Massachusetts Eye and Ear Infirmary 
series was per cent during the 
first one and half vears, has been 
maintained less than per cent for 
the past three vears result this 
Secretion will occur when pa- 
tient has cold. During this period 
should flush his eye two three times 
day. 

Roughened and ill-fitting shells will, 


course, cause additional irritation 


General 
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Cart 
First three weeks after leaving hospital: 
Antibiotic ointment eye three times 
each day. (Approximately 
bon ointment.) 
Flush socket with syringes-full 
salt solution. 


After three weeks: 


Place ribbon antibiotic oint- 
ment eye night. 


Flush eye each morning with five sy- 
ringes-full salt solution. (Salt so- 
lution: teaspoon salt one quart 
boiled water.) one-ounce, soft rub- 
ber, ear-ulcer syringe used. Noz- 
zle syringe placed inner corner 
eye between edge shell and inner 
angle eye. Patient lie down when 
flushing and large bath towel kid- 
ney basin held side head catch 
solution. Bulb squeezed forcefully 
that the entire back shell 
washed well front. 


Eye then flushed with five medicine 
droppers-full aqueous zephiran solution 


1/3000. 


Polish front surface shell with 
piece kleenex dipped zephiran. 


Continue above procedure indefinitely. 
Make this routine your daily liv- 
ing just brushing your teeth. This 
very important. 


Instructions 
Scrub hands well with soap and water 
before beginning morning routine. 


Always carry with you package 
“pocket-pack” kleenex. (Never carry 
loose kleenex pocket bag. Always 
carry its little packet.) Never 
touch eye with anything but kleenex 
and never with your bare fingers. 


not get head wet when swimming 
Never remove shell from socket. 


Expect increased amount secre- 
tion when you have cold your 
head. This natural. 
biotic ointment socket three times 
day and flush three times day 
during periods which you have 


ce Id. 
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FIG. 1—Photograph shows completely buried 
plant which has become uncovered. Proliferation 
of granulation tissue ensued as result of nonform- 
ing epithelial barrier-seal. 


when present. necessary clear 
the superficial infection first before in- 
stituting the hygiene the socket rou- 
tine. 


Granulation Tissue 

Granulation tissue the incompletely 
covered implant caused inter- 
position fat, connective tissue, 
Tenon’s capsule between the conjunc- 
tival edge and the meshwork that the 
conjunctival epithelial cells cannot grow 
into the meshwork other surface and 
seal off the wound. the conjunctival 
epithelial cells are apposition the 
meshwork with tissue intervening, 
they will grow into the meshwork and 
create barrier-seal which does not 
permit ingress fluids bacteria. Care 
pushing back all tissue from the con- 
junctival edge the end the opera- 
tion when tying the purse-string, and 
cleaning the conjunctival edge well will 
prevent granulation tissue incom- 
pletely covered implants. 


buried implants, granulation tissue 
ensues result uncovering and 
then proliferation the underlying tis- 
sue. buried implant which has be- 
come unburied and which granula- 
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tion tissue has occurred shown 
figure 


Uncovering Exposure 
Buried Implants 

This caused several factors. 
Early exposure caused too much 
tension the conjunctival wound 
muscle pulling loose. Allen feels 
that incomplete dissection the mus- 
cles leaves the conjunctival wound un- 
der tension and this may cause early ex- 
posure his implants. Troutman also 
feels that conjunctival tension may 
cause early exposure his implants. 


FIG. 2-—Photograph shows an implant on which 
meshwork has been placed incorrectly. The arrows 
point to interstices which are too close together to 
allow ingrowth of tissue. An implant of this im- 
proper fabrication would be extruded. One member 
of the symposium committee has prohibited the 
manufacturer from making his implant until ade- 
quate methods fer correct manufacture can be 
evolved. 


Late exposure caused pressure ne- 
crosis from the overlying shell re- 
sult too tight apposition insuffi- 
cient tissue pad underneath the con- 
Displacement the implant 
may also cause uncovering, usually 
result muscle pulling loose. 


Exposure Meshwork the 
Incompletely Covered Implant 

This caused two factors. The 
primary one improper fabrication 
the implant (fig. 2). the interstices 
meshwork are too close together 
the meshwork applied too tightly 
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WILLIAM STONE, 


FIG. 3 Photograph shows the latest Stone implant with tantalum prongs for securing muscles, 


The meshwork interstices are correctly spaced to allow ingrowth of tissue. 


FIG. 4 -Photograph is replica of occurrence in 2 cases in Stone series. Nylon suture used to 
fasten the muscles stretched several hours after suture was placed and muscle slipped out of 
suture Knot did not slip 
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the plastic, will present solid sur- 
face the tissue, and will impos- 
sible for tissue grow into it. The 
proper application the meshwork 
skilled operation and yet cannot 
done assembly-line fashion. For this 
reason, one prohibited the 
from selling any more 
his implants until adequate 
produce these correctly masse and 
inspect them before sale 
Hand grease the meshwork and de- 
tergents absorbed into the plastic also, 
felt, impede tissue growth. Work 
progress eliminate these factors. 
The second facté that the conjunc- 
tival edge must Rept under ten- 
capsule forward that fall 
behind the implant and pull 
from the wound. 

Repairing exposure meshwork 
difficult procedure and not done 
correctly, the tissues will revert the 
position which they held before opera- 
tion. 

Suture material for muscles may 
mentioned -here, for muscle pulls 
loose there may rotation extrusion 
either the buried incompletely 
covered implants. the recent symposi- 
survey was found that the in- 
completely covered implants which 
suture material could assayed, mus- 
cles tied with tantalum suture lost mus- 
cles 1.7 per cent cases, while mus- 
cles sutured with silk lost muscles 
per This may because silk pro- 
duces foreign body reaction tissue 
and also may frayed the mesh- 
work. 

Chromic catgut and plain catgut are 
not the materials choice, for the 
result animal experimentation, was 
found that tissues must held ap- 
position meshwork for least eight 
weeks for firm fibrosis take place. 
Tantalum suture, although fits this re- 


quirement, nevertheless very diff- 
cult suture work For this rea- 
son, two the 
Ruedemann and Stone, have developed 
tantalum clips prongs fasten the 
muscles securely the implant (fig. 3). 
suture stretches after tis- 
sue even though the knot does not slip. 
Figure shows nylon suture after 
had stretched and muscle had slipped 
from it. 


Difficulties Fitting Sockets 

too far forward, too large, the 
resultant difficulty fitting obvious. 
the fornix size reduced reason 
pulling the conjunctiva Tenon’s 
capsule too far over the face the im- 
plant, motion the shell will 
stricted even though the implant has full 
motility, for when the shell strikes the 
restricted fornix, will move fur- 
ther. 


Difficulties Performing the 
Secondary Implant 

The secondary implant operation 
beset with many difficulties. (1) Ptosis 
will ensue the superior rectus muscle 
dissected too far back and lagophthal- 
mos will produced not dissect- 
far enough, (2) Inability close the 
wound will utmost care not 
taken with dissection the conjune- 
tiva. (3) the conjunctival edge not 
cleaned delicately and completely, gran- 
ulation tissue will and too 
thin, stitches will not hold. (4) Many 
different shapes and sizes implants 
must kept hand fit the varying 
cicatricial conditions the different 
sockets and fill out invaginations 
the upper lids correctly. (5) 
Massachusetts Eye and Ear Infirmary 
series, nine-tenths glass and 
implants were partially completely 
extruded from the muscle cone. Each 
the six muscles must found and 
repositioned correctly. Muscles usually 
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can not seen but must found 
feel. Very poor motility will result 
the muscles are not found 
tioned correctly. Figure shows one 
many cases which improper dissection 
the muscles resulted very bizarre 
motility, wherein the normal eye moves 
one direction and the implant moves 
another. Eighty-four secondary pro- 
cedures have been performed 
Massachusetts Eye and Ear 


STONE, JR. 
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when experience has been gained with 
cases the results should very 
nearly good with the primary pro- 
cedure, 100 per cent motility. 
The procedure has been performed 
the Massachusetts Eye and Ear Infir- 
mary series many thirty-five years 
after the original removal with nearly 
per cent motility. 

The removal and replacement 
implant for any cause, consider the 


FIG. 5—Result of secondary implant when muscles are incompletely dissected and attached in 
incorrect positions and when implant is of incorrect size for conditions in socket. When the 
normal eye moved laterally, the implant rotated upward. The implant decidedly exophthalmic. 
The cosmetic result peor. This one many cases poor results with secondary implants 
is a result of inexperience. (From J.A.M.A., 145:371 [Feb. 10] 1951.) 


series. per cent our first 
cases the results were poor, Even 
with this experience, necessary for 
take from three four and one- 
half hours adequate job 
every case. Another member 
symposium committee feels that marked 
edema occurs before this time and that 
the operation can performed less 
time. have not found this the case 

feel that the secondary implant 
operation most difficult procedure 
and should not done isolated 
operation, for so, result in- 
experience with the procedure the re- 
sults for both doctor and patient may 
very Nevertheless, 


secondary implant category far 
difficulty concerned. 

Complications occurred the Massa- 
chusetts Eye and Ear Infirmary series 
during the first one and one-half years 
the symposium survey series, with 
the exception extrusions. The first 
spontaneous extrusion occurred this 
series one month ago the case 
woman who had not returned for fol- 
low-ups. One late muscle pulling loose 
occurred two months ago the case 
another patient who had had partial 
exposure muscle but who had not re- 
turned for follow-up. Two cases had 
muscle slip within hours opera- 
tion because using nylon sutures. 


ip 
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The reasons for few extrusions 
this series feel are (1) recognition 
and discarding improperly made 
implants (2) careful follow-ups that 
exposure meshwork was present 
was repaired before impinged 
muscle insertion and allowed extrusion. 


conclusion, incompletely cov- 
ered implants are made correctly, 
cleanliness the socket maintained, 
and operative technic correct, the 
results with integrated implants the 
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present variety should 
factory. 

With buried implants, tension 
the conjunctiva relieved, cleanli- 
ness the socket maintained, and 
undue pressure placed the con- 
junctiva, results should also 
factory. 

feel that the incompletely covered 
implant should not used aged, in- 
digent people who cannot maintain 
Some form buried implants should 
definitely used for these cases. 


Symposium: Orbital Implants After Enucleation 


SUMMARY 


M.D. 
DETROIT, MICH. 


sure you all understand that 
rather difficult gather the material to- 
gether from all the panel members and 
get streamlined fashion without 
having them the platform. Needless 
say, some very important points have 
been obtained from this panel. now 
know from listening Dr. Culler that 
certain physiologic facts must fol- 
lowed, and that the orbital body must 
retained are have good move- 
ment and that movement 
worth while. 

Dr. Guyton brought out some very 
important things his discussion 
the relationship the new tissue that 
formed the orbit and the type 
procedures that may able lead 
to, 


Presented the Fifty-Sixth Annual Session the 
American Academy of Ophthalmology and Otolaryn 
gology, Oct. 14-19, 1951, Chicago, Ill. 


The discussants, was brought out 
Dr. Wendell Hughes, went into the 
material very carefully and now 
know that can have trouble with 
inert material. know that tantalum 
The needle may break the meshwork 
and may get fragmentation the 
material later. Some the acrylic sub- 
stances saw the picture Dr. 
Alvaro would probably solve some 
our troubles with this material. 


you listened Dr. Troutman you 
found out that you did not answer the 
questionnaire very well, but did 
swell job with the statistics and did 
evaluate them with 
mind. Dr. Troutman did not give the 
magnetic implants the best the bar- 
gain when was adding them up. 
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come down Dr. Stone’s in- 
terpretation the complications, with 
cleanliness important You 
people who have removed eyes not 
realize what fight the fitter has 
keeping the patients with shell eves sat 
ished. You interpret the enucleation 
being successful because the eye out. 
Then turn the patient over fit 
ter and finished patient from 
then You have never the 
number patients who have secondary 
discharge. Now are out that 
they have trouble and that many 
them cannot wear our glass shells 
even the plastic shells you com 
pare the ordinary enucleation with what 
gery, vou will find that there 


great deal the 
amount discharge get from 
implant over shell. Further, the 
plant does give much better appear- 
ance, and the implant does not stay 
in, what? You can always put shell 
again, The patient who has never had 
the movement from implant does 
not appreciate how much improved his 
appearance until tries Once 
has had the implant and its move- 
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ment will refuse back the 
old shell and will through several 
operations order that this will not 

Discharge not considered serious 
the patient, and remove implant 
just because there excess amount 
minute you see discharge recurring 
conjunction with implant that one 
your friends put in, don’t advise the 
patient have out immediately. 
won't Orbital cellulitis rare 
and easily handled with antibiotics. 

Now are going ask that the 
Academy record aiding these 
investigators. One the investigators 
the panel now being sued some- 
body who has patent. There are more 
patents for implants than there are im- 
plants. think that unjust situa- 
tion far are concerned. 

The panel would feel better 
would consider this report prelim- 
inary report, and vou have questions 
ask, any the members will glad 
give the information have 
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EXTRUSION IMPLANT AFTER MONTHS THE ORBIT: 
STUDY THE CORROSION ITS SURFACE 


Moacyr 


SAO PAU 


Two cases which extrusion 
Cutler implant occurred two years and 
nine months and two vears 
months, respectively, after enucleation 
and placing implant enabled 
investigate whether not the substance 
the implant suffers any corrosion 
during the time contact with the 
living tissues the human orbit. 

both cases the operation had been 
uneventful. General with 
sodium pentothal plus retrobulbar and 
subconjunctival injections 
caine-adrenalin was used both cases. 
one the cases nvlon sutures were 
the other, 10-day 000 chromium 
catgut sutures were used. both cases 
the tendons the four recti were su- 
tured the tantalum mesh the 
capsule and conjunctiva were pulled 
together and sutured order cover 
the rest the implant except for the 
hole which the pin was inserted. 
both cases there was hardly any local 
reaction discharge after the opera- 
tion. each case prosthesis was given 
between four and five weeks after the 
obtained. both cases both the implant 
and the plastic prosthesis were well tol- 
erated until few weeks before extru- 
sion, when severe unilateral 
tivitis with much secretion appeared. 
Local treatments with sulfonamides, 
antibiotic collyria and parenteral peni- 
were some avail. one case 
the superior and medial recti became 
completely detached from the implant. 
Poncented as a Clinicopathologic Case Report at the 
Fifty-Sixth Annual Session of thé “American Academy 


of Ophthalmology and Otolaryngology, Oct. 14-19, 
1951, Chicago, Ill. 


M.D. 
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1—-Surface of implant extruded after 33 


months (acrylic definite signs of corrosion 


FIG. 2—Surface implant extruded after months 
(acrylic)—definite signs of corrosion. 


FIG 
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mesh implant extruded after 
33 months. 


FIG. 3—Surface of new implant (acrylic). 


the other case, three muscles became 
detached, the lateral rectus being the 
only one which remained attached. 
both cases the implant showed imminent 


af 
signs extrusion and the prosthesis 
was exophthalmic, with scanty mobility 


and undesirable position. 


both cases the implant 
moved and replaced another type 
where the whole implant covered 


3 
FIG. mesh implant extruded after 
30 months. 


the capsule and conjunctiva. Where 
nylon sutures had been used, they could 
still seen attached the tantalum 
mesh. Where catgut had been used, 
trace the suture was found. 

Both implants were sent the Insti- 
tute Technology Sao Paulo, where 
microphotographs were taken. These 
microphotographs, which magnifi- 
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that both cases there were signs 
corrosion the surface the plastic 
part the implant (figs, and 
compared the surface new im- 
plant (fig. 3), whereas the tantalum 
mesh did not show any signs cor- 
rosion (figs. 6). 


SUMMARY AND CONCLUSION 
Two cases where Cutler type im- 
plants were extruded and months 
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respectively after operation 
scribed. Microphotographs the sur- 
face the plastic part the implant 
show signs corrosion, whereas the 
tantalum part does not show any sign 
corrosion, the implication being that the 
plastic substance, since the tissues are 
able corrode it, causes some kind 
reaction which might lead the extru- 
sion the implant. 


ENUCLEATION KNIFE 


M.D. 
CLEVELAND, OHIO 


THE enucleation knife* which wish 
present (fig. has two features 
worthy comment. The canaliculus 
knife, which many surgeons use for 
peritomy, has blunt tip 2), which 
frequently presents sufficient difficulty 
passing under the conjunctiva 
cause tearing thin, distortion when 
the globe perforated. The sharper tip 
allows easier passage. 


Possibly more important its use 
allow the preservation scleral tab 
anterior the muscle insertion. seen 
figure muscle hook elevates and 


* Manufactured by Storz Instrument Co., 4570 Au 
dubon Ave., St. Louis 10. 

Presented as a New Instrument at the Fifty-Sixth 
Annual Session of the American Academy of Oph 
Oct. 14-19, 1951, 


thalmology and Otolaryngology, 


Chicago, Il. 


makes traction upon the muscle inser- 
tion, allowing the straight cutting edge 
sever sizeable, partial-thickness 
scleral tab from the globe. The scleral 
tab useful two ways. First, makes 
easy the later identification the mus- 
cles without the necessity enucleating 
within maze identifying sutures, 
and secondly, provides strong, dense, 
easily adherent tissue for union mesh 
other structures enable motility. 
Even with simple enucleation, quite 
amazing movement occasionally ob- 
served preserving the scleral tab 
the muscle prevented from retracting 
within its sheath. With glass ball 
other nonintegrated buried implants, the 
apposition the easily identified scleral 
tabs not only adds substance prevent 
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thinning exposure from pressure con- 
tact with the prosthesis, but 
traction into the With integrated 
implants where growth into mesh im- 
perative, there available tough fib- 
for 
around narrow neck, with the John 
son implant, the aggregate the four 


rous used 


scleral forms 
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cicatricial ring for retention, even in- 
dependent the mesh. 

The straight cutting edge the enuc- 
leation knife allows ideal size for the 
tab. The concave cutting edge the 
canaliculus knife usually results too 
small tab. The convex belly cata- 
ract knife will occasionally cut too deep 
the center and allow prolapse the 
choroid and ciliary body. 
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ABERRANT GLANDULAR TISSUE THE IRIS 


Bruce, M.D. 
NEW YORK, 


two months old male was exam- 
ined March 29, 1951. was the fifth 
child and was born two weeks prema- 

The family history was irrelevant 
and the child was completely normal 
except for his eyes. the time birth 
small gray spot was noticed the iris 
the left eye. There had been little 
change appearance, although the 
mother said that had become perhaps 
pinker and more elevated, and perhaps 
little more oval shape. 

Examination Right eye: entirely 
normal, Left eye: the tension was nor- 
mal, the size the cornea was the same 
that its fellow. There was pink- 
ish-white tumor (fig. the iris from 
tending rounded form toward the 
pupil. Between the temporal side the 
tumor and the pupil there was mm. 
strip apparently normal iris tissue. 
The tumor, while regular outline, was 
irregular contour and marked nu- 
merous blood vessels collected papil- 
liform small area the 
tumor, about 1.5 mm. diameter near 
the lower pole, and another about 
size near the upper pole, ap- 
peared cystic. The interior the 
eve was normal. 

differential diagnosis such tumors 
hemangioma, neurofibroma, and 
diktyoma were considered, but none 
these seemed fit the picture. Accord- 
ingly, April 1951, the tumor was 
easily removed externo limbal 
Presented as a Clinicopathologic Case Report at the 
Fifty-Sixth Annual Session of the American Academy 


of Ophthalmology and Otolaryngology, Oct. 14-19, 
1951, Chicago, Il. 


incision. Recovery was uneventful and 
the child was discharged week later. 
There have been recurrences se- 

pathologic report, written Dr. 


irance Of Mass im 


The 


nuclear 


specimen and 
The portion the specimen 
appearing, glandular 
seen lacrimal 


composed normal 
tissue typical of that 
and the tumor contains several large epithelial- 
lined cysts tumor. 
Attached the tumor 
portion the iris which contains some 
tissue, and the iris tissue appears normal with 


substance of the 
surface of this 


its pigment and some the muscular ele 


ments. Some sections appear have portions 
of long ciliary processes attached to the sur- 
face the tumor. The pigment cells are 
large and edematous and there some dis- 
persion the fine pigment granules. The 
origin and embryology this tumor are not 
known but appears typical section 
lacrimal gland from the iris (figs 
2-6). 

Congenital 
glandular tissue iris. 
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FIG. 2—-Aberrant glandular tissue in iris, low power. 


ssue in iris, higher power, showing iris tissue. 


CLINICOPATHOLOGIC CASE REPORT 


Aberrant glandular tissue in iris, higher power, 


FIG. 4—Aberrant glandular tissue in iris, higher power, 
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COM MENT 


The fetal fissure completely closed 
this area millimeters whereas 
the first submaxillary bud appears 
mm., the first lacrimal bud 
mm., and the first paroud bud 
mm. The glands Krause, Moll, and 
Zeis, the meibomian glands and the tran- 
sient gland Harder not appear un- 
til later, the first the group mm., 
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If, appears the case, this tu- 
mor composed normal glandular 
tissue, difficult account for its 
appearance this situation. The lacri- 
mal gland close juxtaposition the 
sclera the early stages its develop- 
ment. Part may possibly have been 
pinched off and pressed into the globe 
the fissure were delayed closing.* 


Since writing this paper, have been informed 
Dr. Leonard Christensen the University 


Oregon that he has a similar case. 


TRIAL FRAME DESIGNED FOR YOUNG CHILDREN 


MINNEAPOLIS, MINN. 
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provement over previous 

Its special features are the ease 
manipulation and its stability. This 
made possible adjustable nose 
piece and specially constructed temples 
1). 
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NEWER INDICATIONS FOR TRACHEOTOMY 


Hans Von M.D. 
CHICAGO, ILL. 


bronchotomy 
this procedure was originally called, 
one the oldest operations the his- 
tory medicine, and probably the first 
surgical venture into the specialty 
oto-rhino-laryngology. According 
Caelius was first em- 
ployed the first century As- 
clepiades Prusa Bithynia save 
patients from suffocation. Asclepiades 
thus became the first laryngologist, and 
the spiritual father this distinguished 
\cademy. 

Since those early days this operation 
has been performed countless times for 
variety conditions and 
has established reputation perhaps 
the most dramatic and effective proce- 
dure the physician’s armamentarium. 
There member the medical pro- 
fession who has not been thrilled its 
career, and even the lay public aware 
its potential benefits. 
gologists are familiar with the indica- 
tions for tracheotomy obstructing le- 
sions the upper respiratory tract, and 
they are fully the standard 
textbooks, However, during 
few tracheotomy has been used 
successfully the treatment in- 
creasing number entirely different 
conditions, which are characterized 
the lower respiratory 
passages. While the importance this 
new approach may eventually surpass 
the original purpose the operation, 


some 


obstruction 


From the departments of otolaryngology, Stritch 
School of Medicine of Loyola University, the Cook 
County Hospital, and St. Francis Hospital, Evan 
ston, 

Presented at the Fifty Sixth Annual Session of the 
American Academy of Ophthalmology and Otolaryn 
golowy, Oct. 14.19, 1 1, Chicago, Ill 


these newer indications for tracheotomy 
are not even mentioned any current 
textbook otolaryngology and appear 
virtually unknown outside the United 
States America. 

new chapter was opened 1943 
Thomas with his treatment 
bulbar poliomyelitis respiratory 
problem. This work the prevention 
pulmonary complications was comple- 
mented the experiments 
the physiology respiration, and 
further extended and his 
associates the University Minne- 
sota, and Atkins? and his colleagues 
the University Pennsylvania. 

The speaker became interested this 
subject pulmonary complications 
during his internship, when observed 
different patients with nonpulmonary 
diseases dying so-called “terminal 
pneumonia.” Postmortem examinations 
usually revealed varying amounts 
thick, viscid secretions the subdivi- 
sions the tracheobronchial tree, and 
numerous areas atelectasis and bron- 
chopneumonia scattered throughout the 
lung fields. Many these patients had 
nonfatal diseases, yet they succumbed 
these pulmonary complications. 

attempt reduce this incidence 
secondary pulmonary involvement, 
have treated large number crit- 
ically ill patients with tracheotomy dur- 
ing the past few years. Our patients 
ranged age from infancy senes- 
cence, and our roster includes variety 
diseases all fields medicine. 
this work have cooperated with the 
departments pediatrics and contagi- 
ous diseases the treatment bulbar 
poliomyelitis and tetanus, with neuro- 
surgery head injuries and after ex- 
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Nodese ganglion 
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Vagus 


muscles 


tensive brain operations, with ortho- 
pedics and surgery crushing 
injuries the chest and spine, with 
neurology acute neurologic disorders, 
with general surgery anesthetic and 
postoperative complications, 
the department internal medicine 
barbiturate poisonings and other coma- 
tose and debilitated patients. each 
case were impressed with the neces- 
sity preventing death from pulmon- 
ary complications and asphyxia. 

The use tracheotomy the pre- 
vention pulmonary complications 
based upon thorough understanding 
the underlying pathologic physiology. 
Without such knowledge, surgical inter- 
vention will frequently delayed be- 
yond the stage possible recovery, be- 


INDICATIONS FOR TRACHEOTOMY 


COUGH REFLEX 


Dorsal motor nucleus 


‘ 
‘ 
* 
tractus solitarus 


Diaphragm 


muscles 


FIG. 1—Cough reflex. (Modified from S. W. Ranson: “The Anatomy of the Nervous System.”’) 


cause the routine clinical examination 
and laboratory tests may deceptive. 


The basic pathologic physiology 
all these cases consists failure the 
cough mechanism, which normally clears 
the respiratory passages accumulated 
secretions. This cough mechanism con- 
sists five phases: inspiration, closure 
glottis, increase intrathoracic pres- 
sure, opening glottis, and sudden ex- 
piration with release intrathoracic 
pressure. Afferent impulses 
cough reflex (fig. arise from the lar- 
ynx, trachea, and bronchi, and are trans- 
mitted the vagi the brain stem; ef- 
ferent impulses the muscles 
inspiration and expiration and the 
glottis. Any interruption this reflex 
arc, coma severe general debility, 
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depression destruction the res- 
piratory center the medulla, anes- 
thesia the larynx, paralysis the 
diaphragm and intercostal muscles, 
fractures the ribs cervical spine, 
any other cause, abolishes the 
cough reflex. 

This physiologic deviation followed 
the lower respiratory passages, with in- 
creasing the airway. The 
obstructing material always contains ac- 
cumulated tracheobronchial secretions 
but the presence coma, severe de- 
bility, pharyngeal paralysis, naso- 
feedings, and are aspirated and 
make the bulk the viscid sub- 
stance, This not surprising, when one 
remembers that the daily amount 
salivary secretion alone between 1000 
and 1500 cubic centimeters.’ 

While the etiology may vary, the re- 
sults this secretory obstruction are 
strikingly similar. Locally, the accumu- 
lated material causes obstruction, edema, 
spasm the bronchioles, and scattered 
areas atelectasis, which provide fer- 
tile culture media for any bacteria. This 
and pneumonia has been demonstrated 
beyond doubt Coryllos 
permitted accumulate, the patient may 
eventually drown his own secretion. 

Systemically, the secretory obstruc- 
tion the respiratory passages pro- 
duces complex and far-reaching effects 
every part the body. has 
given detailed description the 
physiologic changes progressing from 
decrease the vital capacity re- 
duction the alveolar This 
hypoventilation turn produces pro- 
gressive chemical changes the blood, 
cumulating death asphyxia. 

Grodins and his have 
shown that asphyxia composed 
three different anoxemia, hy- 
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Chemical changes blood 


w 
w 


Normal Hypo- 
ventilation ventilation 


FIG. changes asphyxia. Scheme 
illustrates decrease in arterial oxygen saturation, 
increase carbonic acid, and shift the 
acid level during hypoventilation. 


percapnia, and acidemia. The first, anox- 
emia, the direct result the reduced 
gaseous exchange the alveoli. The ef- 
fects anoxemia anoxia are well 
known and include increase capil- 
lary permeability, pulmonary edema, 
and damage the central nervous sys- 
tem and cardiac tissues. The latter are 
also weakened directly the increased 
effort. 
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stressed the narrow margin between 
oxygen want and disaster affirming 
that three eight minutes anoxia are 
likely produce widespread damage 
and necrosis the brain cells death. 
has further pointed out that repeated 
brief periods anoxia may produce 
profound and lasting mental changes, 
even though the patient survives. 
While this lack oxygen devitalizes 
the tissues, second phenomenon takes 
place. Carbon dioxide, because 
greater molecular weight, diffuses even 
less readily than oxygen and thus re- 
tained the blood. This hypercapnia 
has not received due attention the 
yet our own experience fully sup- 
ports the theory that the effects hy- 
percapnia are even more disastrous than 
those anoxia. Hypercapnia produces 
headaches, restlessness, apprehension, 
disorientation, and uncooperativeness 
its early stages, while high concentra- 
tions induce narcosis, anesthesia, res- 
piratory depression, and circulatory col- 
Our own clinical tests and those 
Plum and confirm the ex- 
perimental observations Blalock and 
his that respiratory ob- 
struction hypercapnia may reach dan- 
gerous proportions, while the oxygen 
saturation still satisfactory. 


Production 
Hypercapnia 
Increase free carbonic acid 


Increase fixed lactic acid 


Production excess lactic acid 


Severe Anoxemia 


FIG. 


tion of carbon dioxide, is 


Development of acidosis in secretory 


reenforced by metabolic 


RESULTS SECRETORY OBSTRUCTION 
ACIDOSIS: 


obstruction. 


acidemia resulting 
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Coincident with the production 
anoxemia and hypercapnia, there 
fall the the blood completing 
the triad asphyxia (fig. 2). Carbon 
dioxide retained the blood free 
carbonic acid. Since the the blood 
depends largely the equilibrium be- 
tween free and combined carbonic 
any excess the former causes grad- 
ual shift the acid level. This process 
cause due interference with the 
normal gaseous exchange the lungs. 
distinguished high carbon di- 
oxide combining power. addition, se- 
vere anoxemia results the production 
excess lactic acid the tissues, with 
accumulation lactic acid the 
blood. the presence both metabolic 
and respiratory acidemia, little 
compensation takes place and severe 
form acidosis develops (fig. 3). This 
electrolyte acidosis reinforces the ac- 
tion the other chemical forces and 
hastens the onset coma. 

Finally, should mentioned that 
the local and systemic effects secre- 
tory obstruction are largely interdepen- 
dent. These vicious cycles (fig. rap- 
idly increase the asphyxia and lead 
standstill respiration. This detailed 
description the pathologic physiology 


respiratory 
acidemia 
Acidosis 

metabolic 


acidemia 


Strong acidemia, due to accumula- 


from tissue 


re spiratory 


anoxia, 
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Depression critically ill patients and the severe 


edema effort 


\ ry! Decreased 


ncr venous 
intrathorac 


obstruction pressure 
Depression 
ncreased ven 
CNS intracranial pressure 
FIG. 4 Cumulative action of destructive forces in 
secretory obstruction Vicious cycles demonstrate 
the interdependence of local and systemic effects 


futility even the most heroic mea- 
sures after the vital centers have been 
damaged. Conversely, provides con- 
crete evidence for 
timely and decisive action 
mines the indications for successful 

While the administration oxygen 
plays important part the treatment 
any respiratory disorder, must 
versal remedy for respiratory obstruc 
This curve (fig. demonstrates 
the action oxygen asphyxia, and 
the and acidemia. From the 
same diagram should obvious that 
the administration carbon dioxide 
actually harmful the treatment 
asphyxia, Sedatives are also contraindi- 
cated since they have tendency 
duce the respiratory effort even further. 

The only treatment providing any real 
hope success consists the removal 
the obstructing secretion from the 
respiratory passages and the re-estab 
lishment normal alveolar ventilation. 
This aspiration accomplished 
through bronchoscope, through en- 
dotracheal tube, through tracheot 
omy Bronchoscopic inspection 
and aspiration the recognized treat 
ment for the removal isolated plugs 


mucus, mild cases secretory 


the tracheobronchial tree must as- 
pirated often every fifteen thir- 
minutes. 

intubation advocated 
only emergency procedure main- 
tain patent airway artificial respira- 
tion during the performance trach- 
left place for more than 
period, the large endotracheal 
tube causes irritation the pharynx 
and larynx, with considerable discom- 
fort the patient. Damage the deli- 
cate laryngeal structures often prolongs 
the morbidity and necessitates secon- 
dary tracheotomy additional laryn- 
geal surgery. Aspirations through 
endotracheal tube require constant ex- 
pert attendance, and crusts clots are 
remove this manner. The 
presence soft rubber airway also 
tends create false sense security, 
which may lead serious fatal con- 
sequences sudden kink the rubber 
tube the airway. 

the opinion the speaker that 
tracheotomy the treatment choice 
all critically ill patients and those 
cases where bronchoscopic aspiration 
provides only temporary relief. these 
cases secretory obstruction trach- 
eotomy the only treatment fulfilling 
all the necessary requirements: 
any upper respiratory obstruc- 
tion, permits easy and continued aspira- 
tion the lower respiratory passages 
untrained personnel, facilitates the re- 
moval crusts and 
tions irrigation, relieves the exhaus- 
tion the patient, and eliminates the 
necessity performing repeated bron- 
hands tracheotomy harmless pro- 
cedure which carries additional risk 
for any patient with secretory obstruc- 
The speaker has stressed the safety 
correctly performed tracheotomy 
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Chemical changes 


Normal 

ventilation 

FIG. 5—Action of oxygen in asphyxia. Oxygen 


is patent, but has no appreciable effect on hyper 


previous publication*!; similar opin- 
ions have been expressed such au- 
thorities and Gal- 
this country, Thomson and 
Germany. need not pointed out 
that proper timing, good surgical tech- 
nic and adequate postoperative care are 
essential for the success any opera- 
tion, 

The indications for surgical inter- 
vention tracheotomy vary with the 
underlying disease. Time permits only 


Action oxygen 
chemical changes blood 


change 


Little change 


Hypo -ventilation 
oxygen 


therapy improves oxygen saturation, if airway 


apnia or acidemia 


brief discussion indications and re- 
sults obtained. Extensive reports 
and Priest and provide 
much detailed information tracheot- 
omy bulbar their good 
results have been duplicated several 
tic tracheotomy bulbar poliomyelitis 
indicated when the patient exhibits 
any the following signs: respiratory 
distress evidenced recurring at- 
tacks moist rales, laryn- 
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geal inability cough effective 
ly; pharyngeal pooling mucus, 
prolonged stupor with 
pharyngeal secretions 

case history illustrates our 
own results with this treatment 


year old boy was admitted the hos 


ever, of 
duration, the morning after admission 
examination the chest was negative, ‘but 
several hours later the patient developed severe 
distress and lapsed 
quick examination revealed marked cyano- 
response stimulation, inability 


cough, and grunting The chest 
was filled with moist rales and breath sounds 
were restricted to the upper portion of one 
Aspiration the trachea and bronchi 
through tracheal spatula improved the breath- 


formed without delay, and large amounts 
secretion were aspirated frequent intervals 
for several days. Breathing and color 
immediately after surgery, 


prove 
patient became alert and cooperative. was 
able swallow small sips water the 
eventh postoperative day and was discharged 
the twenty-first postoperative day, 
re ered 


tracheotomy prevail, although repeated 
attacks laryngospasm may add the 
respiratory distress. number suc- 
cessful tracheotomies this dread dis- 
ease have been described the recent 
six 


port two our 
Cases 

Pulmonary involvement common 
complication injuries the head, 
cervical spine, and chest. Echols and 
his have just published their 
excellent results with tracheotomy 
the management severe head injuries 
and after extensive brain operations. 
have employed similar methods 
prevent the high incidence serious 
pulmonary complications these cases 
and are equally pleased with our suc- 
cess. The author has been particularly 
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impressed his results with tracheot- 
omy following crushing injuries the 
chest. these cases have had 
pulmonary complica- 
tions. detailed description the two- 
fold purpose tracheotomy crush- 
ing chest injuries, for the aspiration 
blood and clots the early stages and 
for maintaining patent airway during 
convalescence, forms the subject 
separate 

Tracheotomy also indicated 
some cases cerebrovascular disease 
acute neurologic disorders, which 
there prolonged respiratory embar- 
rassment. The following 
serves example for these condi- 
tions: 


year old colored man was admitted 
the hospital with recent history sore 
throat, and dysphagia, dysphonia, and numb- 
ness the face and hands less than 
hours duration. Findings 
cluded nystagmus, pharyngeal and laryngeal 
paralysis, and diminished reflexes. Other neu- 
findings developed short order; the 
patient soon became unable cough 
quired tracheal aspirations control 
rapidly developing asphyxia. tracheotomy 
was performed, and during the next ten days 
the patency the airway was maintained 
regular aspirations through the tracheotomy 
cannula. diagnosis disseminated encepha- 
lomyelitis was established, and three and 
weeks later the patient was dismissed 
after subsidence the neurologic findings. 


The incidence postoperative 
cussed repeatedly since Lee, Tucker, 
and first observed the constant 
occurrence viscid bronchial secre- 
tions cases postoperative atelec- 
tasis. has shown that fol- 
lowing major surgery the vital capacity 
often decreased per cent, and 
for preventing retention bronchial 
secretion postoperative cases. The 
speaker agrees with Atkins? and Arhel- 
ger! that often advisable perform 
prophylactic tracheotomy immediately 


Pas 4q 
pital with history vomiting, dysphonia, 
¥ 
fi 
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GRAPHIC CHART 


TRACHEOTOMY 


FIG. ¢ Tracheotomy in secretory obstruction. 


Graphic chart represents course of patient 


with harbiturate poisoning and secretory 


after operation old and debilitated 
the same applies after exten- 
sive neurosurgery surgical proce- 
dures the head and neck. 


Any comatose patient with respira- 
tory embarrassment deserves consider- 
ation tracheotomy prevent fatal 
pulmonary complications. The follow- 
ing case history illustrates this observa- 
tion better than many words: 


year old man was admitted the 
hospital unconscious with diagnosis bar 
biturate poisoning. With progressive failure 
respiration his condition rapidly 
critical. examination this time the 
tient could not roused and there was 


absence all reflexes. Chest movements 
were barely visible, and ausculation revealed 
numerous moist rales. The pronounced cyano 
sis was not relieved the administration 
oxygen. direct laryngoscopic examination 
showed complete obstruction the trachea 
and bronchi thin, watery secretion, which 
rapidly after each 
uent aspirations through endotracheal tube 
were necessary tracheotomy was 
maintain airway, and the color 
gradually returned normal. the third 
postoperative day the patient 

usness, and tracheal aspirations were dis- 
Complete recovery followed. The 
chart (fig. provides graphic picture 
this course the hospital; demon- 
strates the dramatic results obtainable 
timely tracheotomy 
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Similar results have been reported 
Bofenkamp and case bot- 
thenia gravis, and 
two cases diphtheria with pharyngeal 
paralysis, Pulmonary complications re- 
sulting from blast burns from expo- 
sure extreme cold also respond well 
this form therapy. very re- 
cent report, Dickman and 
contrast the postmortem appearance 
the lower respiratory passages trache- 
otomized 
tients and stress the absence secre- 
tions after tracheotomy. have no- 
ticed the same lack pulmonary in- 
volvement during the postmortem exam- 
ination neurosurgical patients, who 
succumbed severe cranial injuries ir- 
respective tracheotomy. 

conclusion, may stated that 
pulmonary complications respiratory 
obstruction can usually avoided 
expert and prompt attention. Good re- 
sults can expected only patent 
airway restored time. Experience 
has taught the author that any doubt- 
ful case the risk delay far greater 
than the risk performing tracheot- 
omy. Surgical intervention 
expected change the prognosis when 
the patient extremis after as- 
phyxia and exhaustion have 
passed beyond the stage possible re- 
covery. 

the responsibility the otolaryn 
gologist, who familiar with the anat 
omy and physiology the respiratory 
tract, acquaint his colleagues other 
fields medicine with the importance 
this problem and with these newer 
indications for tracheotomy. Once they 
have had opportunity observe 
some the remarkable results this 
treatment, our combined efforts may 
rewarded the gradual elimination 
fatal pulmonary complications 
piratory obstruction and so-called 
minal pneumonia.” 
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DISCUSSION 


Owen, Cardiff, Wales: 
should like say how very privileged 
feel having been asked open this dis- 
cussion. There nothing, however, that 


add what Dr. Von Leden has said 


When read his paper last night and having 
listened now, feel that absolutely 
right his ideas regarding this very impor- 
tant problem. sound and scientific, and 


shows that are willing prove 


1952 
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other that ething can be done 

with respiratory infections. 
that the teaching laryngology 
] I behu 1, and that we have t 


ourselves for it. 
cently collaborate with the 


ments in the hospitals 


ire behind you the United State 


bulbar poliomyelitis and head and 
perfectly willing 


follow the United 


jaw injuries. But are 
learn, and very happy 
States their teaching regarding the 
indications for tracheotomy 

depression the nervous 
flexes from whatever cause, and feel that 
this doctrine ought infused more deeply 
into the internists charge medical beds 
Also the general surgeon and the neurosur 
geon ought to be made to collaborate with the 


frequently. 


tance of the 


laryngologist more 

There doubt that far head 
and neck injuries are concerned, the general 
surgeon may inclined forget that there 
interference with gastric motility. 
example, one can imagine individual 
may have spent the evening old Eng 
lish filling himself with beer, and 
finds himself involved 
Unless precautions are taken 
the early things are 
wrong. venture suggest that the first 


the way home 


accident center 


stages, 


head injuries, pass stomach tube 
tomach, and put the 

hold back 


rubber airway 


As short-term policy one m 

for more than ten hours 

| there re ver 
earlier inte re ‘ ed out the better 
nd it easier to | rm the trache 
wit thie tribe posit 
wit 

ver happ the | res cas 
5 t 18 irs Phe the 7 w nm tw 
davs | tr eotor thes but 
they ld not recover Why this f lure | 
ppeat that the neurosurgeons are I ned 
to stre sthe nu portance t t t! 
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factor that capable producing 
ulmonary edema and, later on, infection 
leading heart failure from edema. 
Brown and Smith, Oxford, have shown 
experimentally animals that injection 
nto the fourth ventricle will pro- 
which appears the result head injuries. 
increase cranial pressure 
said that midbrain injury progressive, 


fibrinogen 


regard bulbar poliomyelitis, and 
would here like to pay a tribute to Dr. Gallo- 
realize the value tracheotomy 
some these cases. remember last year 

New York. gave the impression that 
there are still contraindications when 
tracheotomies these cases. gives 
some figures. think right that says 
that the West Coast the United States, 
tracheotomies are done the rate one 
ten, whereas the Eastern States one 
one hundred. Quite remarkable distinc- 
makes wonder why the West 
should more anxious throat cutting 
than the East. 

Dr. Von Leden has rightly stressed anoxia, 
and hypercapnia. This reminds one the 
importance the principle slow respiratory 
whether this being taught today. stridor 
can manifest itself for long time simply 
noisy breathing without any dyspnea, because 
mereases slowly that the respiratory 
exchange adapts itself the diminished sup- 
ply oxygen. Consequently, laryngeal 
tracheal obstruction which would incom- 
patible with life supervened rapidly 
tolerated with little distress. The nor- 

alkalinity the blood kept closely 
onstant figure 7.5 and the per- 
entage oft carbon dioxide in arterial blood 


way, we do 


ren 


5.6 per cent. 


obstruction causes rise the 


percentage carbon dioxide the arterial 
even high per cent. neu- 
the alkalinity the 
7.5, sodium withdrawn from 
the tissues and recombines with 

bicarbonate 


acid form sodium 


ali ratio the thus pre- 


served. The patient not, therefore, cya- 

nosed, nor there any distress. The respira 
center becomes adjusted respond 


] 1 


containing higher level carbonic 


han normally. When obstruction reaches 


point where the supply oxygen insuffi- 


s been 
» 
4 
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adjustment operate, cya 


supervene, the 
this 


patient should not allowed reach 


Tracheotomy and suction, allowing 
free supply oxygen, soon restore the per- 
carbon dioxide the blood 
5.6. The respiratory center, however, having 
become adjusted respond higher per- 
centage carbon dioxide and having been 
stimulated not lack oxygen but the 
carbon dioxide the blood, may now 
respond the normal procedures, 
patient may die after simple tracheotomy 
unless cylinder carbon dioxide availa- 
ble provide the necessary stimulation until 
the respiratory center has become adjusted 
the normal level. 


This explains the necessity allowing, for 
example, interval ten fourteen days 
between tracheotomy and excision the 
larynx. this interval not allowed after 
prolonged stridor, then the patient may 
velop general bronchitis and areas col- 
lapse, and this spite the use anti- 
biotics.. The cause, doubt, that addi- 
tion the biochemical changes mentioned 
Dr. Von Leden, the pulmonary circulation 
needs readjustment normal levels and, 
addition, much retained mucus can aspirated 
from the trachea and bronchi. 

come back where started, would 
like emphasize the present lack co- 
operation among various hospital departments 
hoping that from now will gradu- 
ally disappear. back England with 
the feeling that you, here, advocate coopera- 
tion and the use tracheotomy valuable 
step preventing respiratory infections 
certain unconscious patients. 


Finally, show you slide 
illustrate this lack cooperation. was 


case man who had for about 
four five vears been treated for 
bronchitis and asthma intervals had 
exacerbations with 


proved with treatment. his respira 


exacerbations | was asked 1 see him bec us 
hoarseness. was then verv ill, indeed 
When examined him found that had 


double abductor palsy well 
glottic obstruction which was obviously long- 
standing. had relieve his stridor, 


found that this did not improve his breath- 
ing. then passed bronchoscope, 
owed concentric narrowing the trachea 


just above the level the suprasternal notch 


There was ulceration. gave him some 
relief passing down narrow polyethylene 
tube through the tracheotomy window, which 
passed below the narrowing. survived for 
oniv a few davs 

postmortem examination showed 
(shde). The rings the tracheal 


mucosa were normal, apart from hyperemia 
Then mass was seen surrounding the tra- 
chea the level the sixth and seventh 
rings and involving both the laryngeal nerves 
His thyroid gland was examined carefully 
the pathologists, and they found 
mary neoplasm. The mass lower down was 
sectioned, and they came the conclusion 
that was carcinoma aberrant thy 


The lesson learned that the phy- 
sicians must recognize the difference between 
wheeze and gradual progressive stridor, 
and that gradual narrowing the respiratory 
umen can accompanied recurring res 
piratory infections. If, this case, collabora 
tion between the physician and 
rologist had been more active, earlier 
! “ould ve been on ace and the 


mass could have been removed. 


Dr. Von Leden has shown that trache- 
otomy should simple operation involving 
practically hazard. There are men influ- 


stage. 
weg 
tory wheeze continued. During one 
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ential teaching technics for the treatment 
poliomyelitis who have yet convinced 
that. Even yet there may laryngologists 
who not know the refinements 
operation, part because their teachers 
sumed simple that they felt little 
special instruction was required 

Many the newer indications for trache- 
otomy have with secretional obstruction 
and spasm, but spasm seems increasingly 
recognized factor greatest im- 
portance. Here tracheotomy will short-cir- 
cuit prevent shown Coryl- 
los (Surg, Gynec. Obst., 66:698 [April] 
1938) (slide), asphyxia 
curred chiefly because spasm, and spite 
convulsive respiratory movements frequent- 
little water was found the lung. 
(Cyclopedia Medicine, Surgery, 
Specialties, Philadelphia, Davis Co., 
1950, vol. 866) and others have pointed 
out that the same thing obtains human 
drowning. Kelleher reported patient with 
bulbar poliomyelitis who died suddenly 
attempting swallow single teaspoonful 
water. Laryngoscopy frequently has shown 
marked laryngeal spasm bulbar poliomye- 
litis. Paralysis, think, quite uncommon 
factor these conditions and, excepting bi- 
lateral adductor paralysis, should 
since, Furstenberg has shown, nuclear 
infranuclear paralysis flaccid. Negus 
pointed out, the protective function the 
primitive one. extremity its 
excitation may persist the very end 
Coryllos noted four stages drowning 
about one minute. the third stage, 


respiratory efforts but continuing 
pulse failed, and period only 
seconds was resuscitation possible 


This points the urgency the situation 
im some of these case Ss, espec ally if they be 


lepressed preceding hypoxia 


\ta 
litis show fluid the airways even 
the absence tracheotomy, but most cases 
fluid found the air passages, perhaps 
because habituation with slow accumula 
tion the hypopharynx, because marked 


some cases bulbar poliomye 


central depression, often because pul 


monary edema 


conditions with secretional 


tion and spasm which are likely require 
tracheotomy are: (1) acute infections and 


toxins such bulbar poliomyelitis, tetanus, 


diphtheria botulism; (2) drugs poi 


sons, anesthetics and barbiturates; (3) cen 
1, 


dents, abscesses; (4) systemic nervous 


TRANS. AMER, 
ACAD. OF 0. 


ease involving the bulb, 
paresis, tabes, gummas, disseminated sclerosis, 
amyotrophic sclerosis, syringobulbia, and glos- 
solabial paralysis; and (5) myasthenia 
Appreciation the important facts pre- 
sented Dr. Von Leden should save many 


] 
lives. 


Minn.: want thank Dr. Von Leden for 
sending his paper very early that 
had chance study it. One can add very 
little paper like this and can only em- 
phasize few random points. utterly 
impossible discuss the paper full because 
full the first place. 

One must emphasize that tracheotomy ap- 
plied these various states not cure-all. 
Sometimes we hear of cases of bulbar polio- 
myelitis which tracheotomy was used and 
the patients have died. The doctors have 
been severely criticized, and blame has some- 
times been laid the door the tracheotomy. 
the people involved such incidents should 
understand ahead time that tracheotomy 
only minor factor the entire picture. 
the patient gets well because 
airway opened and the secretion with- 
drawn, that fine. But has suffered 
sufficient damage his central nervous system 
that cannot get well matter what any- 
one does, that should understood ahead 
time all concerned 

the University Minnesota agree 
pretty much with what Dr. Von Leden has 
said about tracheotomy. have used 
barbiturate poisoning and fractures the 
cervical spine which the head could not 
extended far enough justify bronchos- 
copy without further injury the cervical 
cord. have used upper jaw injuries 
which multiple anesthesia was necessary 
for the repair fractures other parts 
the body, and was felt that was much 
safer have tracheotomy permit aspira- 
tion vomitus case the need for oc- 
curred. have used tracheotomy 
lism, poliomyelitis, and 
hemorrhage. 

Sometimes worth while doing trache- 
otomy when one really does not think 
necessary, providing everybody understands 
the points mentioned before. 
subarachnoid hemorrhage illustrates this. Ac- 
tually, went the hospital night and 
decided against tracheotomy, but went home 
and thought the matter over and decided 
back and take another look the patient 
called and asked the family doctor 
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would back with me, and decided that 
and got lot secretion from the 
chest. Much our amazement she got com- 
pletely well and she well today. 

One must careful not trache- 
otomy when dealing with conditions for 
examined young woman who had delivered 
baby about eight hours previously. She 
suddenly had circulatory collapse, and her ob- 
stetrician decided she needed 
scoped and possibly have tracheotomy for 
aspiration. Her picture was that pulmonary 
edema. The history showed that she had re- 
ceived four pints blood 
within two hours because rather marked 
hemorrhage. She had had circulatory over- 
load which had caused partial heart failure 
Positive pressure administered through 
anesthesia machine for period two hours 
eliminated the rales her chest and pro- 
duced clinical improvement. Within 
twelve hours she was all over her circula- 
tory failure and she got along very well 
think that bronchoscopy and tracheotomy 
that situation might very well have put her 
over the edge because she was pretty close 

Thoracic surgeons are now using trache 


and positive pressure stabilize flail 
chests multiple rib fractures. multiple 
rib fractures one gets paradoxical motion 
the chest when the patient breathes. The nega 
tive pressure the chest cannot 
stood the fractured ribs and the atmos- 
pheric pressure pushes the chest in. 
otomy and positive pressure can set 
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with proper balance pressure that the 
flail chest stabilized and the patient gets 
rid the damage from that condition. 

conclusion want say that trache- 
otomy procedure which useful and 
against which there much antipathy some 
quarters, think chiefly because misunder- 
standing. This misunderstanding comes from 
fear and from lack knowledge. 
Von Leden pointed out, can combatted 
only the otolaryngologist who actually 
knows more than the other people involved 
about tracheotomy. However, really has 
know more and has able put 
across his opinions won't accepted 
Yesterday, the Teachers’ Section, dis- 
cussion the so-called shrinking field 
otolaryngology, Dr. Walsh brought out the 
point that the otolaryngologists were good 
enough, their opportunities were not decreas 
ing. should like suggest that the widening 
the field application tracheotomy 
one facet the broadened field rather than 
the shrinking field. 


Dr. Von should like thank 
discussers for their kind and generous 
remarks paper and for their inspiring 
comments the subject tracheotomy 
secretory obstruction. is, indeed, unique 
stroke good fortune have such experts 
from both sides the Atlantic discuss sub- 
ject which they are authorities, and feel 
highly honored find myself and ideas 
such good company. May thank you 
again, Mr. Owen, Dr. Galloway, and 
Priest, for your discussion 
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COUNSELLING THE PARENTS 
ACOUSTICALLY HANDICAPPED CHILDREN 


ROCHESTER, MINN. 


BY INVITATION 


the subject this discussion 
does not allow contribute nor 
even review vast body new 
knowledge, does permit report 
significant strides the application 
our knowledge. recent years there 
has been growing interest the prob- 
lems deafness with particular atten- 
tion the preventive, corrective and 
rehabilitative measures that apply 
these problems. 

does not require 
survey facilities reveal that in- 
creasing number agencies and 
viduals are providing improved equip- 
ment and procedures for dealing with 
the hearing problems children. 
questionnaire distributed 1950 ac- 
credited medical schools the United 
States and Canada showed that indi- 
viduals fifteen institutions were serv- 
ing the nonmedical con- 
sultants teachers speech and hear- 
ing Several medical centers 
have speech and hearing clinics and 
some conduct classes for the deaf and 
hard hearing. number schools 
questioned offer lectures speech and 
hearing problems and provide observa 
tion this field for medical students. 

\udiologic services 
ship educational institutions and 
state departments education well 
public health and private agencies 
have undergone extensive growth since 
the end World War Outstanding 
this development have been college 
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and university speech and hearing clin- 
ics which serve most the larger com- 
munities and many smaller communities 
throughout the United States. Also 
note are the preschool and extracurricu- 
lar programs speech hearing 
therapy offered numerous local chap- 
ters the American Hearing Society. 
During the year 1950-1951 eighteen 
states, departments health were car- 
rying programs conservation 
hearing® and thirty-one states, de- 
partments education were conduct- 
ing some type program speech and 
hearing The National 
Society for Crippled 
Adults, Inc. for speech 
and hearing therapy eighteen states 
the activities this field the public, 
parochial and private schools, but 
apparent from the demand for teachers 
trained speech and hearing therapy 
that such work being expanded 
the school systems throughout the coun- 
try. 

While cannot said that all 
these facilities and services are stand- 
ardized, true that reliable informa- 
tion suitable equipment 
dures readily available all. 
cent textbook public school audiome- 
try should much bring 
about more uniform and more reliable 
Watson and hearing tests 
and hearing instruments describes 
considerable detail most the equip- 
ment and technics used 
evaluation and diagnosis hearing dis 
orders, manual for planning clinic 


| 
q 
- 
| 
1 
whe 
4 
‘a 
66 
| 


JAN.-FER 
1952 


for the rehabilitation the acoustically 
ably with the development, the function 
and the organization audiology clin- 
these books provide comprehensive 
listing the recent research and writ- 
ing the subject hearing tests. 

1949 prepared concise 
review tests and procedures for de- 
termining auditory young 
children. The procedures described in- 
clude the use 
squeaking toys, whistles, horns, bells, 
pitch pipes and meaningful sounds, such 
tapping the feeding bottle, clapping 
the hands, whistling and vocalizing. 
variety situations are described 
sponses may provide reliable clues 
the acuity hearing. Peep 
technic reviewed. Testing speech 
reception discussed and encouraged 
whenever the vocabulary and language 
development the child permits. Utley 
also reports several the early at- 
tempts objective audiometry the 
use the electro-encephalograph and 
the skin galvanometer. During the 
two vears the galvanic skin resistance 
technic audiometry described 
Bordley and Hardy’ 
considerable trial and validation. The 
results have proved reasonably re- 
condition the auditory mechanism 
without dependence intentional re- 
sponse the individual being tested. 

Brietly, this technic utilizes 
ditioned response obtained associat- 
ing sound stimuli with electric shock. 
After conditioning established, the 
sound alone, heard, will produce 
sweat response which 
elicited electric shock. This response 
can measured precisely the resis- 
tance the skin minute electric 
current. this way possible de- 
termine the lowest levels 
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sounds can heard and thus plot 
audiogram. 

Despite certain limitations and diffi- 
culties administering the above test, 
believe correct say that this 
procedure the hands experienced 
examiners has passed the experimental 
stage. being used clinically now 
number audiologic centers. 

With the information obtained 
one several the audiometric tech- 
nics added that obtained thor- 
ough case history and otologic exam- 
ination, frequently possible an- 
swer the question what caused the 
loss hearing. With still greater cer- 
tainty becomes possible determine 
what can done the way treat- 
ment. Finally, basis provided for 
planning rehabilitative 
procedures, 

Despite the fact that knowing the 
cause loss hearing does not in- 
sure its amenability treatment nor 
necessarily alter the course training, 
still important determine the 
cause possible. addition the 
tors’, teachers’ and parents’ interests 
the matter, children 
likely inquire about it. Certainly the 
possibility hereditary factors 
interest the entire family and 
ciety general. seems serious in- 
justice permit deaf individual 
reach adulthood and parenthood with 
naive completely erroneous impres- 
sions the nature his handicap. 

greater importance from edu- 
cational standpoint than the cause 
deafness and frequently imperative 
the determination the cause are the 
matters degree and type loss 
hearing and the age the child the 
onset the impairment. Either the 
absence suitable medical treatment 
the conclusion treatment which 
does not produce complete cure, the 
availability proper training facilities 
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become matters prime importance. 
The evaluation both these ap- 
proaches the problem depends 
large extent the degree and type 
deafness and the age which the 
child loses his hearing. child has 
enough residual hearing acquire 
speech and language through the audi- 
tory channel either with without the 
use amplification, the educational 
problem vastly simpler than speech 
and language must 
marily through senses other than hear- 
ing. the loss hearing occurs after 
child has developed fairly sound 
basis oral communication, the handi- 
capping effect less severe than 
occurs before oral communication es- 
the other hand, likely 
that child who has never heard who 
loses his hearing early life under- 
goes decidedly less emotional distur- 
bance than one who has learned the im- 
portance oral communication before 
his hearing suffers. course there are 
all degrees the developmental stages 
here implied and loss hearing may 
occur any stage the process. This 
fact complicates analysis the 
problem, but way diminishes the 
significance these variable factors 
understanding what impairment hear- 
ing means individual and those 
with whom associates. 

accurate and authoritative eval- 
uation the hearing child suspect- 
portant first step bringing the par- 
ents grips with the problem. the 
only hope available for ending the fre- 
quently futile search for diagnosis 
normaley and preoccupation with un- 
realistic hopes for curative treatment. 

Contrary some belief surely 
told early and accurately 
sible the condition their child’s hear- 
ing. Certainly the only approach 
that does justice the child. Acceptance 
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the situation must followed 
understanding the problem and 
leviating compensating for the con- 
dition. The discovery the confirma- 
tion that thein child has hearing im- 
pairment frequently causes emotional 
reaction the part parents which 
must resolved some extent before 
intelligent understanding and manage- 
ment possible. 

Serious responsibility falls the 
physician interpreting the problems 
deafness realistically and the same 
time hopefully. Feelings bewilder- 
ment and despair must and can 
combated assurance that loss hear- 
ing need not interfere with adequate 
growth and development child nor 
with happiness and usefulness 
Realization this fundamental 
point can established more effectively 
parents either have visited can ar- 
range visit homes and schools where 
children with similar handicaps are liv- 
ing and learning. the child ques- 
tion has total severe loss hearing, 
discussion with teacher counselor 
the deaf with adult deaf person 
may great help. helpful also 
for parents handicapped children 
meet with one another. The sharing 
difficult task may not only make bear- 
able but frequently facilitates its accom- 
plishment. 

whatever means available 
essential that parents acoustically 
handicapped children come face the 
matter calmly. Only doing can 
they learn behave manner which 
will provide the security necessary for 
the wholesome development every 
child. parents show either attitude 
deed that they are not happy with 
their child, the child 
sense that discontent and will instill 
him feeling inadequacy. the 
other hand, parents wholeheartedly 
accept the child and look the 
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handicap challenging obstacle, the 
child will share that attitude will 
ready help overcoming the ob- 
stacle. 

individuals and groups, parents 
must take the responsibility educat- 
ing their neighbors and friends mat- 
ters that will facilitate communication 
with their acoustically handicapped chil- 
dren. There need for intensive effort 
along this line help make the hear- 
ing world pleasanter place for those 
with impaired hearing. striking ex- 
ample this need seen the lack 
effort the part most hearing people 
communicate orally with deaf per- 
son. great many individuals become 
known and behave 
they could not talk while fact they 
may have spent many years learning 
speech and have been considered able 
talk satisfactorily the standards 
their teachers. The failure hearing 
person understand readily deaf per- 
speech usually causes both give 
without sincere effort. After num- 
ber such failures the deaf person 
likely become discouraged and quit 
trying talk. turn the hearing per- 
son likely conclude promptly that 
the speech all deaf people unintel- 
needs broken. Probably one 
can more this respect than wise 
parents who thoroughly understand the 
problems imposed loss hearing 
child and the same time can recall 
the indifference people not closely 
associated with this handicap. course 
equally important that the 
cally handicapped person taught 
for helping the 
hearing world understand and adjust 
his differences. 

not mean here delve into all 
the intricacies the emotional life 
children, but brief review 
helpful. generally agreed that the 
basic emotional needs handicapped 
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children are the same those all 
children, Josselyn? has 
love and strike out 
The most important job for the 
parents deaf child recognize 
these needs and find ways meeting 
them. Parents who can sincerely love 
and accept their child without reserva- 
tion are ready and usually able cope 
writes: “Studies have 
many emotional problems the deaf 
adolescent and adult socially, academ- 
ically and have their roots 
their parents’ attitudes toward the 
handicap.” 


Many the methods well the 
principles handling acoustically han- 
dicapped children may adapted from 
those children general. 
For example, the use well-estab- 
lished, though flexible, routines mat- 
ters rest, play, eating, dressing, wash- 
ing and toilet activities basic ef- 
ficient management all Ad- 
herence routine activities probably 
even more important the well-being 
children with limited communicative 
skill than those who converse nor- 
mally. the matter discipline, too, 
the same practices apply for the most 
part regardless physical differences. 
The practice genuine friendliness, 
patience and tolerance along with fair- 
ness, firmness and consistency can gen- 
able behavior from all types 
The similarity seen again the need 
for activity. All healthy children are 
especially active before they learn 
talk. Since the deaf child retarded 
pected that his period excessive ac- 
tivity will prolonged. Thus the 
handling deaf child the approach 
should terms guiding the ac- 
tivity rather than curbing it. Provision 
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suitable toys and play facilities and 
direction games action are appro- 
priate means meeting this need. 

addition the general principles 
management, parents deaf child 
want know what promote 
development the speech and language 
their child. They should talk him, 
sing him, and play with him even 
more than they would with normal 
This talk and play should utilize 
all the senses with particular empha- 
sis vision and touch and any residual 
hearing may have. They should in- 
terest the child watching and imitat- 
ing facial movements and 
and feeling the vibration sound, They 
broaden his interests and experiences 
both with things and with people, par- 
ticularly with other These ex- 
periences may used stimuli for de- 
velopment speech and language, The 
emphasis upon speech, important is, 
should not obscure the fact that there 
are other forms expression which 
play vital role early efforts com- 
Abundant use gestures, 
pantomime, and facial expression will 
demonstrate even very young child 
that can express himself and make 
many his wants known accept- 
able 

The responsibility parents their 
child essentially the same whether 
not the child attends nursery school. 
However, enrollment suitable nur 
sery school should helpful teaching 
deaf child play and work 
tively with other children. there 
special school available the young 
deaf child, may wise enter him 
nursery class along with children 
who have normal hearing. the pre- 
school level handicap communica- 
tion need not entirely prohibit profitable 
experiences. the child question 
physically and emotionally mature 
enough, probably will adjust ade- 
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children individual and group activi- 
ties. lacks the necessary maturity 
for satisfactory group activity, may 
necessary for the mother special as- 
sistant attend nursery school with 
him until ready participate 
his own. The success early venture 
school will depend large measure, 
course, the attitude and ingenuity 
the teacher charge. 

suitable nursery school facilities 
are not found the community, 
generally advisable for parents fol- 
low the guidance correspondence 
course providing home training material 
for deaf children. The John Tracy Clin- 
ic!! Los Angeles makes such course 
available anyone who writes for it. 
advisable also for mothers attend 
one the short-term training programs 
for parents preschool deaf children 
which are offered each year number 
schools for the deaf. 1950 such 
courses were offered twelve public 
residential schools and 
nominational private schools. Infor- 
mation regarding these courses may 
found the January issue the 
ican Annals the may ob- 
tained writing the editor that 
journal. 

Sometime before deaf child ready 
for entrance elementary school, the 
parents should inform themselves 
the types schools classes available 
There are two general types 
special schools for deaf One 
day school which operates the same 
basis the regular public schools. The 
other type residential school where 
children both live and attend classes. 
There are private, denominational and 
public schools each type. Certain ob- 
vious differences exist the education- 
approach and scope the different 
types schools, The day school con- 
cerns itself mainly with so-called aca- 
demic matters, leaving the 
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sonal and social areas guidance 
the home, while the residential school 
accepts greater responsibility for the 
all-around development the child. 
The difference often largely relative 
dential schools may home week 
ends, holidays and, course, during 
the summer months. 

these distine 
tions there are differences 
phies and emphasis training trom 
school school. For this reason 
especially desirable for parents visit 
the school which their child most 
likely enrolled. circumstances 
permit choice facilities, probably 
wise for parents investigate each 
prospective school from the point 
view the particular needs and desires 
the individual child and his family. 

making this assessment parents 
might well cautioned keep the wel- 
fare the child mind more strongly 
than their own desires. 
natural and proper for parents dread 
the thought their child being away 
from home. result this feeling, 
they are likely willing accept 
less adequate facilities near home than 
this connection, too, there strong ap- 
peal and certain logic the concept 
that deaf children develop more normal 
attending school with children who 
hear normally than attending spe 
cial school with other 
This reasoning can supported 
the assumption that attend 
ing school with hearing 
also are sharing similar experiences 
all kinds. important that 
relatively equal 
basis with other children order de- 


play and work 


velop and maintain emotional 
life. Since much school life, both 
academic and social, dependent upon 
oral communication, becomes almost 
impossible for child with severe hear- 
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ing loss compete even share ex- 
periences comparable with associates 
who hear normally. 

This reasoning not intended con- 
vey the belief that all deaf children 
should educated schools separate 
from those for other children, but 
suggests that reasons for accepting less 
than the best facilities available should 
examined closely. Generally the best 
facilities for educating deaf children are 
cient size permit suitable grouping 
the basis age, achievement and so- 
cial maturity. Larger schools are 
offer more programs and 
better physical equipment and thus 
more adaptable individual needs. 

Information regarding all the spe 
cial schools, special classes, and educa 
tional clinics and camps for acoustically 
States and Canada conveniently tab- 
ulated yearly the January issue 
the American Annals the This 
information includes the location, the 
size and type school, the number and 
training the teachers, the scope and 
emphasis the educational program, 
well many other details. similar 
“Your Deaf Child; 
Guide for This book also con- 
tains much other information 
cellent advice for parents deaf chil 
dren, There are other sources infor- 
mation this subject too many 
review here. Either the publications 
just mentioned will serve index 
much the printed material well 
which can help parents and ad- 
visers acoustically handicapped chil- 
dren. 
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REPORT THE HEARING SURVEY THE 
PUBLIC SCHOOLS PENNSYLVANIA 


James M.D. 
READING, 


Tue tragedy deafness lies the 
fact that often begins early 
that deaf adults were, all probability, 
once deaf hard hearing children. 
This handicap might have been prevent- 
their having received proper at- 
tention during childhood. Too often 
parents have been inclined 
themselves the belief that their child’s 
condition may have been inherited and 
therefore inevitable, have comforted 
themselves with the assurance that their 
child might outgrow his affliction. Or, 
many times, their financial condition has 
prevented their taking any initiative 
the matter. 

Thus, result neglect im- 
proper care, the child’s hearing loss in- 
creases. His situation further com- 
plicated the fact that his educational 
growth lags much two three 
vears behind that other children his 
own age. the same time de- 
veloping psychologic factor that sets 
new barriers his development and 
prevents normal associations 
tionships with other The seri- 
ousness the problem assumes stag- 
gering proportions when 
that there are many such children the 
schools today. every classroom there 
are from one three children who have 
defective hearing. This number consti- 
tutes from per cent the school 
children the nation, Our survey 
Chairman, Conservation of Hearing Committee, State 


of Pennsylvania, and Committee on Conservation 
’ennsylvania Academy of Ophthalmology 


of Hearing, 
and Otolaryngology 

Presented the mecting the Committee Con 
servation of Hearing of the American Academy of 
Ophthalmology and Otolaryngology, Oct. 14, 1951, 
Chicago, Il. 


Pennsylvania showed that have al- 
most fifty thousand such cases. 

Obviously situation such grave 
ganized effort alleviate it. Obviously, 
too, the group start with the school 
children. Accordingly, Pennsylvania, 
state program has been inaugurated 
for the testing and disposition deaf- 
ened school children. Naturally, the ef- 
fectiveness such program depends 
upon many important factors, the most 
vital which cooperation, chal- 
lenges the wholehearted concerted ef- 
forts qualified otologists, trained 
audiometric technicians, local physicians 
and school calls for the un- 
support legislators, medical 
societies, school boards, and taxpayers. 

The two-year survey was conducted 
the Committee for the Conservation 
Hearing the Pennsylvania Acad- 
emy Ophthalmology and Otolaryn- 
gology, conjunction with Dr. 
Dickey the Department Health and 
Miss Gladys Fish the Department 
Special Education. This was divided 
into Philadelphia and 
Pittsburgh conducted their own, and the 
remainder the school children the 
state were examined certified otol- 
ogists (table 

course, hearing tests alone not 
constitute adequate conservation 
hearing program; nevertheless, they 
constitute the all-important first step be- 
cause they serve reveal the iden- 
tity the children need special 
medical and educational attention. 

There are various methods testing 
determine the degree hearing loss. 
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Philadelphia 
Pupil Enrollment 428,470 
Puretone Audiometr Examinations 34,185 
Pupils Found with 
Defective Hearing 1,371 
with Hearing Loss 
CAUSES 
Suppurative Otitis Media Present 
Suppurative Otitis Media Previous 114 
Catarrhal Otitis Media ............ 364 
Acquired Perceptive Deafness 
Foreign Body Ear Canal .......... 
Congenital Deformity Ear ...... 
Previous Serious Head Injury 
Impacted Cerumen 110 
Pathology Unknown .............. 
Conductive 
BC Greater than AC ............ 620 
1371 
PP tt burgh 
Group and Puretone Tests, 52,749 
Pupils Found with Defective Hearing 1,173 
Pupils with Hearing Loss 2.2% 
CAUSES 
Growth and Diseased 
Diseases, Auditory Nerve 
Remainder State 
Pupil Enrollment 1,256,667 
Group and Puretone Examinations 1,158,642 
Pupils Found with Detective 
Percentage Pupils with Hearing 
No. Children Reterred 
17,866 
No. Children Examined 13,418 
No. Children Found Have 
No. Children Otitis 
No. Children and 
Radium Treatments 
No. Children Showing 
Hearing Ability 5.020 
tion Hearing Ability 1,666 
No. Children Given Other Medi- 
cal Corrections Related Hear- 
ing 5,186 
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No. Children Referred Special 


Hearing Clinics 2,378 
No. Children Wearing Hearing 
608 
DEAFNESS 
PER 
CENT 
Otosclerosis ............ 11 
Other .. 2 
CAUSES 
Chronic Otitis Media, Catarrhal ....... 11.9 
Otitis Media, Suppurative .... 7.5 
Infected Tonsils and Adenoids ........ 48.1 
Eustachian Blockage 
Deviated Septum ........ 


The multi-audiometric testing has been 
discontinued wherever possible for the 
following reasons: The test often loses 
its validity because the children, think- 
ing some sort school examina- 
tion, are very apt cheat try copy 
from each other; this method fails 
detect early high tone deafness; the di- 
agnostic curves show lesser degree 
accuracy than those other testing 
operation the test usually 
disrupts the entire class; there are too 
many repeats and referrals. Puretone 
audiometry recommended solely be- 
cause has advantages over other meth- 
There greater ease opera- 
without interference 
from other children; the diagnostic 
curve shows greater degree accur- 
acy; enables the trained technician 
examine entire class with much 
greater speed than possible with oth- 
methods. sweep testing, twenty 
thirty children can tested both ears 
hour. Those children who 
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show more than decibels loss are re- 
examined afterwards more slowly. 

While the 20-foot test the voice 
not used, speech reception testing has 
the true evaluation the practical hear- 
ing threshold. This manner testing 
will detect the factor asso- 
ciated with the hard hearing child 
and most important the rehabilita- 
tion and training period. 

School children are tested the first, 
third, fifth, seventh, ninth, and eleventh 
grades. Those cases that show 
decibel loss two more tones, one 
both ears, are referred 
nized otologist, who member his 
County Medical Society, for diagnosis 
and recommendations for treatment. 
Reports such cases are made trip- 
licate and are sent respectively the 
school physician that district, the 
Department Health Harrisburg, 
and the parents the child, 
the parents that time handle the 
case whichever method their financial 
ability warrants. They may seek either 
private physician their own choos- 
ing clinic where the medical and 
surgical phase this case can han- 
dled. the event that improvement 
cannot obtained through treatment, 
the parents are referred the audio- 
logic clinics where rehabilitation put 
into effect. 

like look upon this problem 
classifying hearing loss into three cate- 
gories. First, the deaf child one who 
has usable threshold hearing and 
whom threshold can developed 
from any practical standpoint. Such 
case must institutionalized pres- 
ent. The cost each case amounts 
$1800 per vear. have over one thou- 
sand children schools for the deaf 
Pennsylvania, supported the Depart- 
ment Public Instruction. The second 
classification the deafened child. Al- 
though this child has never had normal 
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hearing, does have 
threshold which, with the proper train- 
ing, can made into effective means 
auditory communication. Such case 
should kept out schools for the 
deaf since will benefit greater 
extent combined parent-child pro- 
gram developed with the assistance 
proper school handling. third class- 
ification the hard hearing child who 
has had, one time, normal hearing, 
but who has lost his hearing result 
some pathologic change. He, too, 
must kept out schools for the deaf 
and his training effected home 
through program involving coopera- 
tion between the parents 

The program now operation calls 
for the screening school classes 
nurses using puretone audiometers. 
previously stated, children with hearing 
defects are classified accordingly, and 
the disposition individual cases 
handled either through clinic 
private 

This entire program should actually 
start with the preschool child, soon 
hearing difficulty detected. This 
may occur early the first 
life, for child should say words 
the eighteenth month and talk between 
the second and third Parent-child 
training should begin the age two. 
this training started early 
age, the rehabilitation much easier 
and more effective, especially the se- 
vere cases that would have institu- 
tionalized this training were not in- 
itiated early enough. This can car- 
ried out through the speech and hearing 
clinics, where appraisal child’s 
residual hearing can made and mea- 
sure his rate and level mental de- 
velopment can determined, the 
same time, study his social develop- 
ment, along with his speech 
guage ability, will acquaint the parents 
with the problems the deaf, deafened, 
hard hearing child. Here can 
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demonstrated the technics whereby the 
parent can train the child use his re- 
sidual hearing, assist him his speech 
and language development, and initiate 
lipreading. The clinic can also provide 
the parents with understanding 
the principles child management. 
believe the first bring this important 
phase the work our attention was 
the John Tracy Clinic Los Angeles, 
and owe great debt grati- 
tude for working out the details 
preschool child-training program. 

The feature this hearing 
conservation program that has al- 
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ready paid tangible dividends which are 
apparent the happier social relation- 
ships, the more gainful employment, the 
improved economic status, and the tre- 
mendously satisfactory psychologic ad- 
justments those individuals who have 
sought its help. Because it, thousands 
unfortunate children will live richer, 
fuller lives among their fellows while 
they look forward taking their places 
society well-adjusted contributing 
adults. program that can achieve re- 
sults like these justifies any expenditure 
time, effort, money that may see 
fit 
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SPEECH which 
testing hearing for speech, 
ful medium for checking the validity 
other hearing tests. very frequent- 
furnishes supportive evidence and 
occasionally points out error some 
sessing proper calibration and attenua- 
tion are now use for the purpose 
determining the speech reception thres- 
hold and the ability the patient 
discriminate words. 
These commonly 
known the speech reception threshold 
and the discrimination score. 


audiometry, 


between 


The threshold level for speech may 
determined employing the use 
list bisyllabic words known 


spondee words. These 


From the department of otolaryngology, Syracuse 
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through the speech audiometer vary- 
ing intensity levels. The threshold for 
speech for the individual tested the 
intensity level which the listener can 
correctly identify per cent the test 
words. There very close correlation 
between the threshold for speech and 
the threshold for pure tones the three 
speech frequencies, 500, 1000 and 

deter- 
mined employing the use mono- 
syllabic words, usually lists fifty, 
known popularly lists. This test 
usually begun decibel intensity 
increase above the speech reception 
The occasional case may not 
tolerate much amplification this 
recruitment present. such instances, 
the lists must put through the 
crease, 


score is 


The discrimination score the per- 
centage words heard correctly. The 
listener asked write down the 
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words heard and his findings are com- 
pared master list. the discrimina- 
tion score fails least per cent 
reach that normal ears, subsequent 
should performed determine 
whether not improvement the 
score can obtained. the routine 
test, decibels above the speech re- 
ception threshold, the poorer the dis- 
crimination score the greater the like- 
lihood that perceptive element the 
hearing loss present. with in- 
creased intensity subsequent test 
there improvement the score, 
the impression perception hearing 
loss strengthened. there improve- 
ment the discrimination score sub- 
sequent tests increased intensity, 
probably conductive element pres- 
ent the hearing loss. If, with sufficient 
amplification, the individual eventually 
gives score within per cent that 
obtained normal ears, the loss that 
ear primarily conductive type. 
the between per cent and 
per cent, there mixed loss, and 
the deficiency over per cent, di- 
agnosis perceptive hearing loss 
suggested. 


These two tests will now demon 
strated the audience large. The 
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SPEECH AUDIOMETRY 


demonstration will not include all the 
refinements speech audiometric 
testing for this would require much 
more time than allotted this por- 
tion the program. should noted 
that this will not scientifically ac- 
curate the first place 
the ambient noise level this auditori- 
too great for definitive testing. 
the second place, there varied dis- 
tance between the individuals 
room and the placement loud speak- 
ers. Finally, given, this will bin- 
aural test. Speech audiometers are used 
binaurally for testing the trial and 
fitting hearing aids, but usually mon- 
aural testing employed, [The demon- 
stration followed. 

will now show the master list. 
score low, less than per cent, 
there great likelihood that 
ceptive hearing loss present. 
better than per cent, but per 
cent, there possibility mixed 
type hearing loss. the score 
per cent, better, the hearing sug- 
gested normal. 

very valuable adjunct and will certainly 
take its place 
standard methods the testing hear- 
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has with the mea- 
surement and management hearing 
impairment. Audiology University 
comprises area rather than finite 
discipline. Because the many special- 
ties involved adequate understand- 
ing hearing and its defects, the 
personnel Audiology must comprise 
omist, physicist, psychologist, ex- 
perts electronics, educators, audiome- 
trists and varied are the spe- 
cialties within the area Audiology 
that one can hardly imagine the “Com- 
pleat Audiologist.” 

The functions University audi- 
ology threefold: 
(1) teaching, (2) research, and (3) ser- 
vice the deaf and hard hearing. Let 
examine the role the otologist 
(For the pur- 
pose this paper, shall use the word 
connote both deaf and hard 
hearing. 


functions. 


Teaching 

Audiology necessity graduate 
study. The student Audiology may 
majoring physiology psychology 
indeed, may 
graduate medicine taking basic sci- 


electronics, or, 


@ice course in the specialty of otolaryn 
gology. Such students should work 
ing the Ph.D. level. the 
level below, audiometrists, teachers 
the deaf, speech teachers and 
are trained. whatever field 
student may especially interested, 
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seems obvious that concept the 
clinical problems the deaf are part 
his training. Who else but compe- 
tent otologist can present these clinical 
problems him? The otologist, then, 
member teaching team and his 
role varies importance with the needs 
the student. Cooperation between all 
the members the team essential 
for successful teaching. 


Research 

The fundamental research into how 
hear must the business the basic 
scientists. Physiology, anatomy, chem- 
istry are fields whose dependence 
physics and electronics readily seen. 
The acoustic physicist, addition 
the construction and calibration pre- 
cision apparatus used the phy- 
siologists, contributes the investiga- 
tion the physical properties the 
auditory system. The otologist likely 
play somewhat secondary role 
this area, but may useful bring- 
ing the experimenter his clinical prob- 
solved the laboratory. The 
other major phase the research 
Audiology the field hearing tests 
and test materials and the estab- 
lishment the validity and reliability 
such tests. Fundamentally, the ex- 
perimental psychologist (in 
the psychoacoustician) charge 
such research activities. Cooperation 
the otologist this field essential 
making the clinical diagnosis 
viding the patient material. 
Service 

the area service the deaf 


that the otologist should the leader 
the audiologic team. feel sure that 
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when the title this paper was sug- 
gested, clinical audiology was meant, 
and that the title should more appro- 
priately have read, “The role the 
otologist the audiologic 

What the function the audiologic 
clinic? Surely, the rehabilitation the 
deaf. The director clinic 
ideally not otologist but audiolo- 
gist whose special interest psycho- 
words, the nonmedical aspects 
aural rehabilitation, The personnel 
such clinic must comprise trained au- 
diometrists, teachers the deaf, lip- 
reading teachers, electronic technicians 
and on. The initiative for the estab- 
lishment such clinic and the pro- 
fessional guidance are the respon- 
sibility the otologist. The policy di- 
rection, therefore, should his 
hands. 

believe essential for the 
welfare the patient that have 
thorough otolaryngologic examination 
before being admitted Audiologic 
Clinic. there doubt the wisdom 
this procedure, let quote case 
emphasize point. Some two years 
ago, boy years old presented him- 
self the Otolaryngologic Clinic 
Washington University, having been re- 
ferred from Illinois State Division 
Services for Crippled Children. said 
that had been hard hearing for 
long could remember. had al- 
ways had difficulty school and not 
seated the front row, missed much 
what was being Audiometric tests 
showed clear-cut conductive deafness. 
had had tonsillectomy and adenoid- 
ectomy the past but there 
mained mass adenoids his naso- 
pharynx and both his middle ears were 
full fluid. Had been seen 
Audiologic Clinic without benefit 
careful otolaryngologic examination, 
might have been fitted with hearing 
aid and have remained hard hearing 
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for the rest his life. Actually, ade- 
noidectomy, myringotomy and one eu- 
stachian tube inflation restored his hear- 
ing normal and has remained so. 

firmly convinced that all re- 
putable audiologists insist that patients 
coming them for aid should first 
otologist before any remedial 
steps are taken. just firmly con- 
vinced that many patients audiol- 
ogists desperation because the lack 
interest and understanding the 
part many otolaryngologists the 
problems the deaf. still not un- 
common hear patients remark that 
they have been hard hearing for many 
years, that they have consulted many 
otolaryngologists, that have spent 
considerable sums money treat- 
ments such bi-weekly tri-weekly 
eustachian tube inflations, operations 
the nose and throat, and innumerable in- 
jections the currently popular vita- 
mins with result. Others, the oth- 
hand, have been cursorily dismissed 
with the remark, “There nothing 
and occasionally, “You had 
better get hearing aid.” such ex- 
periences which have sent patients 


the audiology clinics their own 


the responsibility every oto- 
lems the deaf, able make 
diagnosis and outline appropriate 
treatment. This equally applicable 
patients from infancy old 

When confronted the parents 
young deaf child, the otolaryngologist 
should determine first whether the deaf- 
ness reversible irreversible. the 
lesion irreversible, the otolaryngolo- 
gist must able inform the parents 
the educational facilities available 
for the child and, equally important, the 
facilities available for the parents them- 
selves. must thoroughly acquaint- 
with what the audiologist can do. The 
testing such children and their fu- 
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ture handling the audiologist’s do- 
main. The otologist remains guide, 
counselor and friend. After all, the 
physician whom the patient has con- 
sulted. would remind you that im- 
portant such young children that edu- 
cation school should started ear- 
ideally, not later than three 
age. equal importance the indoc- 
trination the mother how care 
for and understand the problems her 
deaf child. The otolaryngologist, well 
informed the procedures the au- 
diologic clinic, should able tell the 
parents that such deaf child with prop- 
education and training can become 
useful, self-supporting 
citizen. This information important 
the parents. They don’t want sympa- 
thy from the doctor; they want his 
encouragement and constructive coun- 

For the adult patient, again the diag- 
nosis and the outline the treatment 
responsibility. 
Most otologists are equipped their of- 
fices make diagnosis the tvpe 
hearing loss which patient com- 
plains. doubt that many are equipped 
loss. The otologist, rule, has neither 
the time nor the physical equipment 
adequately test the patient deter 
mine what hears those areas above 
The audiologic clinic the 
well equipped audiologist trained 
such procedures and should have ade 
quate One can hardly over- 
emphasize the and prognostic 
significance the above-threshold areas 
hearing, for example, predicting 
the value hearing aid fenes- 
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tration operation. 
should equipped above-thres- 
hold tests. should able give the 
otologist information regarding tinnitus 
matching, diplacusis measurement, re- 
cruitment, discrimination and forth 
which are invaluable the final diag- 
nosis and prognosis. 


The audiologist should charge 
the rehabilitation program the 
deaf person, Speech-reading, auditory 
training, instruction the selection, use 
and care the hearing aid, the social 
service aspects rehabilitation such 
job placement are the audiologist’s prov- 
ince. The otologist, however, must nev- 
dismiss patient the audiology 
without following his progress. 
the long run, the patient the respon- 
sibility the otologist. However, just 
internist renders incomplete ser- 
vice without laboratory assistance 
orthopedic surgeon without physi- 
cal therapist, are the services the 
modern otologist the deaf incomplete 
without audiologic assistance. hardly 
needs emphasized that the audiol- 
ogist should never undertake man- 
age the hard hearing patient without 
the advice the otologist. 

summarize, the relationship the 
otologist audiology the fields 
teaching and research that one 
member team whose importance 
depends the particular play hand. 
the realm clinical audiology, the 
otologist the captain and coach the 
team. gets help from the audiolo- 
gist both technic for diagnosis and 
prognosis and the rehabilitation 
his deaf patient. 
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THE EDUCATIONAL PHILOSOPHY THE 
JOHN TRACY CLINIC 


Mrs. SPENCER TRACY 
LOS ANGELES, CALIF. 
BY INVITATION 


was quandary when came and now 
the things was going say have al- 
ready been said. course, think 
are all little like children. They learn 
repetition, you know, and perhaps 
adults learn repetition. least, the 
only way know out second quan- 
dary just continue was going 
and say the same things over again. 
Perhaps will say them just little 
different way and perhaps for that rea- 
son they will make special little 
different appeal. 

The quandary came this: When 
speak for short time impossible 
tell everything would like tell. 
have make choice. could describe 
the actual work done the Clinic; but 
then might not have time tell you 
statement the problem and our ap- 
proach even more necessary than 
what about because, you 
know, have little exhibit and 
you want know what about it, 
all you have come and look 
the pictures and read the little signs. 
decided that would spend the 
major part time tonight stating 
the problem and telling you why 
think what awfully impor- 
tant. 


here, that the handicap deafness lies 
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communication and that communica- 
tion with our fellow men possibly the 
most important factor living. The de- 
gree which understand others and 
the extent which are able ex- 
press ourselves clearly, persuasively, 
forcefully, determines overwhelmingly 
most our successes and our failures. 
The development speech 
one mankind’s greatest 
The deaf child not only cannot 
hear but, because cannot hear, 
cannot talk until taught, not be- 
cause, sure all know, has 
secondary physical handicap, 
cause there anything wrong with his 
voice mechanism, but because hear- 
ing people, very lucky hearing peo- 
ple, learn talk through hearing, 

The little deaf baby not dumb. 
not mute. has voice. laughs. 
cries. coos, makes all those 
endearing sounds that hearing babies 
make. But simply because cannot 
hear speech and cannot hear his own 
voice, these sounds will not develop nat- 
urally into speech. can learn talk. 
though has hearing can 
hearing, his speech isn’t going sound 
like our speech. will not have the in- 
flections, the voice quality. But can 
learn talk intelligibly and 
pleasantly. 

There great deal emphasis 
speech for the deaf child. Almost the 
first question every parent asks is, “Will 
first question when got someone 
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who thought could answer it. 
ever Well, was told the first 
never would talk and went long 
time thinking that never would talk. 
Somehow, the not talking was the thing 
that hit hardest 
hearing, Sort the outward and visible 


was worse than not 


sign. 

suppose all tend think com- 
munication good deal terms 
speech, maybe our own speech, but, you 
see, there much more communica- 
tion than just speech. Speech, after all, 
only tool, just listening, lip read- 
ing for the deaf, reading and writing 
are tools. the communication itself, 
which not only clothes 
the thought but often makes the thought 
That the real problem the 
deaf. language, you understand, 
words which conveys meaning. 


weeks ago the Clinic re- 
ceived example the lack orderly 
arrangement, and wish could carry 
around with show people what 
rangement. was letter from some- 
one who, sure, deaf. There were 
about ten typewritten There were 
some very good words, not one was 
remember, 
there was not one sentence that was in- 


misspelled, 


The words were mixed 
had idea what that man want- 
ed. supposed wanted know 
something about the work the Clinic. 
There were words which indicated 
had reference what are doing. 
But did not know whether had 
child who was deaf, whether 
thought he, himself, could come and get 
one thought was distinguish- 
able. was example, terrible ex- 
ample, language. 

though the deaf child may first 
learn understand, and then speak, 
read and write thousands words 
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the time adult, you under- 
stand that, some instances, may 
not have the language comprehension 
language that the problem. 

But for the moment, for our purpose, 
let speech includes language repre- 
sent for communication. Speech 
not simply matter articulation, 
phrasing, enunciation, pitch and voice 
quality, but also dependent upon 
having something talk about, having 
desire talk, and having somebody 
talk to. not only matter 
sounds and sound patterns, words 
and word order, matter at- 
titudes and interests and habits. Take 
your own speech. Some you talk bet- 
ter some times than other times. 
Most all do. talk better 
some people than other people. 
You know how, with some people, you 
say, nice day,” and that’s about 
all. You are through. And how with 
other people you can just talk and talk 
and talk. 

Again, for example: seldom tell 
story. don’t feel, ordinarily, that tell 
story well, and have one member 
the family who does tell good story 
But remember some these stories 
that hear and save them until see 
certain good friend mine and then, 
you know, think tell them pretty 
well. any rate, probably tell them 
better than any other time because 
feel absolutely free, with her, tell 
that story, say anything want say. 
know that she does not always agree 
with me. suspect that there are some 
things that she really disapproves 
me. But she likes me, she accepts me, 
and free communicate. 


People tend think that communica- 
tion something set apart, that can 
Communication something vou 
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you do, part your personality. 
Communication begins birth just 
other learning does. Teachers and 
schools may provide the tools, the lip 
reading, the speech, the reading and 
writing skills, but believe that 
only the parents, through their accep- 
tance, love and understanding, who can 
build that security from which comes 
the freedom use these tools. 

not child psychologist and 
have not looked this book, but 
occurs that probably baby’s first 
communication, his first step that di- 
rection—not only deaf child’s but 
hearing occurs maybe the 
second third day life when dis- 
covers that cries loudly enough 
somebody will come and pick him up. 

The hearing baby continues acquire 
communication rapidly that the 
time five six years old and ready 
enter school understands great 
deal that said and has very service- 
able speech, including good many lan- 
guage patterns. has the tools for the 
best education which his mind 
capable. 

The little deaf child, the other 
hand, usually reaches school age with 
speech, language, communica- 
tion except through facial expressions 
gestures. Furthermore, often lacks 
any feeling security and has, general- 
ly, set very poor habits which will 
greatly retard his ability learn, simply 
because one home understands 
anything about the problem. 

believe that the deaf child must 
given nearly possible the same 
opportunity the hearing child has 
profit from these first great learning 
This can only done, seems 
us, through the parents and the 
home. 

now come the work John 
Tracy Clinic. This work find, 
encourage, help guide and train par- 
ents deaf and hard hearing chil- 


dren. Its program guidance and train- 
ing concerns itself with more than just 
factual material. course there 
great deal information and material 
that can give parents. There are 
lot things that can tell them do. 
There are simple technics which they 
can start using when the baby only 
three months old. there are 
things that parents can when their 
child three, four, five and six months 
old that they can never exactly the 
same way later. Those are the years 
when the mother holds that baby here 
her arms. His face close hers. 
short distance from his eyes her 
lips. She can take his hand and put 
right here (to her face) and can feel 
the sound vibrations she talks, She 
can begin establish awareness 
communication which she cannot 
easily and naturally when is, say, 
fifteen months old, learning walk 
and interested more exploring new 
fields than being mother’s 
arms. 

said, are not concerned 
just with material. are concerned 
with feelings, too. not believe that 
anyone who has not had child who 
“different” really has the imagination 
have such child. have parents who 
had one mother, beautiful mother 

mean beautiful physically and men- 
told that when she found 
out that her little girl was deaf, she col- 
lapsed. She had bed and could 
not get for She simply could 
not face life. There are many parents 
like that. The first thing they need 
help for themselves, encouragement, ac- 
matter about technics then. They can- 
not use technics. They can 
what tell them. that while the 
first reason, course, for our program 
help the child through his parents, 
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the second reason, and very close run- 
ner-up, help the parents for their 
own sakes, because they desperately 
need And usually can help the 
children direct proportion the help 
are able give parents. 

There family New York who 
made home movie number 
vears They didn’t think much about 
deaf happened see and was simply 
That film shows their little 
nine-month old baby beginning lip 
The mother saying that baby, 
“Show your eyes. Where are your 
and here that little baby going 
mother says, “Show 
Where your nose?” and the baby do- 
ing this. [Touching The story 
behind this amazing demonstration 
simple. The father and mother are both 
They were looking for possible 
deafness their child and the time 
was three months old, they were 
quite sure did not hear thing. 
Were they frightened? Were they frus- 
trated? Were they bewildered? No. 
was just like they were. They had gotten 
along. could he. There was tense- 
ness here. There were unhappy ex- 
pressions their faces. There were 
unhappy feelings communicate. Ey- 
was just wonderful. 

Secondly, those parents had both been 
orally trained. They knew what 
with their deaf child. They knew about 
lip reading. They knew that the way 
vou learn lip read have oppor- 
tunity lip read, have someone talk, 
talk, talk you. those parents talked, 
talked, talked that little deaf baby, 
and there was the age nine 
months beginning lip read. now 
about five, think, and they say 
actually understands almost 
that said him—I mean within his 


own vocabulary range, naturally. You 
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possible the parents and only the 
parents. 

Now come our program. 
have, first all, consultations. Then 
have classes for parents. present, 
have seven regular weekly classes, and 
two these classes are held night 
the fathers can come. requires the 
whole family. Mother can’t much 
without Father. Mother can work very 
hard and talk all day long the baby, 
but Father comes home and goes like 
going do? Father must have the 
same understanding and approach that 
Mother has. 

have nursery school, and that 
still parent education. take child 
without the parents—both them. The 
whole family enters. Mother and Father 
come classes “Child Development 
and Parent Attitudes,” well 
“Communication then 
Mother comes one day week ob- 
serve the nursery school and, when 
she able, help teach. The nursery 
school for parents and teachers. 

Fourthly, have Correspondence 
Course, and that the service that 
important all you people here be- 
cause wherever parents can reached 
mail that Correspondence Course can 
go. available all parents having 
preschool deaf hard hearing 
child—that is, parents any child 
under the age six who has hearing 
loss. You see, some children 
school three, but most children are 
not school until five six because 
most the state schools will not ac- 
cept them until the age five six, 
and the state schools are still the largest 
avenue for the education 
dren. 

Following through with our belief 
the importance feelings, and the need 
the parents, themselves, have 
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psychological counseling service. Some- 
times these parents’ feelings very 
deep. Sometimes they have had serious 
problems before this deaf child came 
along. have often called deafness 
monkey You know, they could 
have gotten along. sure, they were 
unhappy. Perhaps they had unloved 
and unhappy childhood. Perhaps they 
are not happy their marriage. Per- 
haps either both parents have never 
grown up. People—and parents are peo- 
ple—have all kinds problems. But 
they could have muddled through. Then, 
suddenly, comes this monkey wrench, 
this deaf child, and one thing more 
than they can stand. Our advanced class 
“Child Development and Parent At- 
titudes” almost pure group 
therapy. But sometimes that 
enough. Sometimes the parents need 
talk over their problems privately, 
they come for counseling. Occasion- 
ally find they are need psy- 
chiatric help, which case try see 
that they get this help 

Another service what call our 
Clinic Day, and that Clinic Day among 
other things takes care the 
the nursery have room 
present for only eighteen children our 
regular nursery school and many more 
children and parents come us. 
used lose some those parents. Dur 
ing their initial consultation talked 
them about the Correspondence 
Course and about our classes, but often 
hardly heard us. They were only 
get teacher? Where can get 
Although would say, “We 
have room for your child now, but 
can help you. Come our classes for 
parents,” often never them 
again, 

dreamed this Clinic Day. 
have shortened our regular nursery 
school week four days, and the fifth 
day, Friday, take group seven 


eight parents Each 
group comes for five successive Fridays. 
cannot great deal with the chil- 
dren that length time, although 
can observe them and get further 
insight into the particular needs each 
child well those the whole fam- 
ily, but can much for the parents. 
They learn what mean parent ed- 
ucation and how interesting, stimulat- 
ing, and generally helpful 
Then have them! those Clinic 
Days are, way, the sugar have 
added order attract the hard-to- 
get-at parents, and now not miss 
many. 

want speak for just couple 
moments now about our nursery school. 
true nursery school. have 
trained nursery school teachers well 
trained teachers the deaf. Our 
program the best nursery school pro- 
gram could set and the same 
that used for nursery schools for 
with the growth the whole child— 
his growth physically, socially and emo- 
have tried point out, communication 
our total growth. have the regu 
lar nursery school and, top that, 
child then can his own rate 
The tutors, call our 
teachers the deaf, take each child, 
the beginning, for perhaps five minutes 
day, then ten minutes day, and later 
perhaps, even half hour day, and 
start him along the road lip reading, 
speech preparation and, after while, 
speech, leading toward communication. 
But all day long growing. 
always learning. Occasionally, someone 
passes through our nursery school and 
says, well, this just the play 
yard, you know, where they take care 
them.” course, the nursery school 
teachers almost die! That which may 
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appear some adults play, certainly 
does not come under the heading 
pure amusement. Children learn through 
play, The nursery school teachers 
not “take care they provide 
atmosphere acceptance and free- 
dom conducive growth all fields. 

approach speech little dif- 
ferent from that some schools. 
sometimes called the whole-word meth- 
od, well adaptation the Ta- 
doma method. not teach the ele- 
ments first—that the separate sounds 
which our speech made but 
teach whole words. For instance, take 
the word ball. bounce the ball. 
roll the ball. have little record 
that have made tutor teaching 
child the word ball and she says “ball,” 
during the short space that record, 
ninety-two times. “The red ball.” “Come 
on, play ball.” “Roll the ball.” “See 
you can find ball.” that pretty 
soon that child understands ball. can 
lip read ball and, suddenly one day 
starts and get ball, will say 
Spontaneous speech. That the 
way get all our first speech— 
spontaneously. Not perfectly 
you understand, but just good 
the hearing child’s first speech. 

think that covers our program 

The thing want tell you men, 
have told many you before, that 
you are our first line defense. 
say that our work find well 
encourage and guide and train these 
parents, You are the people who help 
find these parents for us. Find them 
and, another speaker told you this 
evening, don’t put them off. Don’t string 
them along. Don’t say, wait. 
are not sure.” Maybe you are not sure. 
Maybe you cannot tell exactly how 
much loss that child has, but you 
strongly suspect that the child has 
hearing loss, tell the parents. Give them 
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some help and information. goes 
another six months, that six months 
gone. Six priceless months. Tell the 
parents. Tell them right away. go- 
ing just hard six months 
year and they are going lose that 
much precious time. Tell them, and then 
the same breath tell them what they 
can do. Encourage them. 

These deaf children grow talk, 
lip read; one doctor told me, 
university.” The lives these 
children can full, and after all, when 
thing full, full, isn’t it? does 
not matter whether glass, whether 
something likes, that all anyone 
can hope for life, isn’t it? And the 
parents are the people who are going 
help make the lives these children 
full. the ones who are going 
start them out, who are going 
all the things that later help 
give these children that assurance, that 
security, that freedom without which 
the tools communication are poor 
things. don’t put off, Tell them and, 
you will, send them us. Then there 
must other services your own 
neighborhood. Find out what avail- 
able your own community. But, any 
case, give opportunity help. All 
say, “Please, may have the Corre- 
spondence Course?” They must wait 
until the child two before receiving 
the Correspondence Course, but can 
offer encouragement, information and 
suggestions the parents matter 
how young their child is. 

appreciate more than can tell you 
being asked come here again 
talk you and take part the ex- 
hibit upstairs. hope you will all come 
see that exhibit and ask those ques- 
tions you may want ask. long 
voice holds out, will only too 
happy answer them. 
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RECENT MODIFICATION LUC FORCEPS (SELTZER-LUC) 


ALBERT M.D. 
PHILADELPHIA, PA. 


has progressed im- 
portance to a considerable degree in re 
cent years, until has become 
portant part the general subject 
plastic surgery. Its progress has depend 
large part the skill 
plastic surgeons, whose results must 
turn rest upon the instruments which 
have been designed for this special field 
surgery. Further progress will arise 
from continued experience, and the con 
tinued development improved means 
operation. 

Not only knowledge the anatomy 
the operative field necessary, but 
also the knowledge the physiology 
the special tissues which are involved 
the reconstructive operation. Such 
dealing with cartilage, which different 
a New Instrument at the Fifty-Sixth 
Annual Session the American Academy Oph- 


thalmology and Otolaryngology, Oct. 14-19, 1951, 
Chicago, Ill 


its structure most other tissues. 
Its blood supply les largely outside 
the tissue itself, the surrounding 
perichondrium, 
ments must met its manipulation, 
This means constant foresight, that this 
vascular shall not entirely and 
permanently separated from the under- 
sparsely cellular cartilage. Careless 
operating this respect usually leads 
postoperative degeneration car- 
tilage tissue, with resulting nasal de- 
formities. Such deformities are much 
more difficult correct than the orig- 
inal ones since there great over- 
growth scar tissue, the removal 
which creates further difficulties. 

The need for improved type 
nasal forceps for use operations 
the nasal septum has led the writer 
make modification the Luc forceps 
for this purpose, which has proved 
have considerable advantage 
hands. 
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The conventional structure the Luc 
forceps familiar all surgeons who 
operate upon the nasal septum. The 
modification consists two 
narrow metal blades upon the medial 
surface one the terminal expan- 
sions the forceps (fig. open 
view The anterior small blade placed 
inch from the tip the in- 
strument, and the second blade, which 
the same size, placed parallel with 
the first and inch behind it. 
The space between the blades thus 
slightly less than inch width (fig. 
closed view). The blades are very 
thin and semi-sharp, being suited 
biting through cartilage tissue. The 
height the blades inch (0.3 


This modification the Lue forceps 
particularly useful operations 
twisted noses, with irregular, S-shaped, 
zigzagged dorsums, where submu- 
cous resection indicated. 


There has been some difference 
opinion whether the line the dorsum 
can maintained without 
amount support from 
strip dorsal cartilage, following the 
removal the deformed portion from 
the septal Claim has, indeed, been 
made that complete removal the car- 
tilaginous septum can done without 
risk the integrity the dorsal line. 
has, however, been the experience 
rhinoplastic surgeons, including 
the writer, that much 
sible the dorsal cartilage should 
allowed remain ensure support- 
ing structure. Otherwise, saddle de- 
formity very often the result the 
lack such Experience has 
quite generally indicated that there 
only one way being sure that this 
does not happen, and that way re- 
tain enough dorsal tissue. 

The writer’s model nasal forceps 
suitable for use operations for the 
submucous method correction 


SELTZER 


FIG (Center) The forceps introduced through 
the primary incision and applied to the remaining 
dorsal cartilage that one arm lies either side. 
(Upper & Lower) By repeated opening and closing 
the forceps intervals along the cartilage, paral 
lel bites are made into the tissue. 


Fis. 3--This method does not endanger the peri 


nasal deformity emploved render 
the strip dorsal cartilage left after 
the excision the deformed part the 
septum pliable and easy mold. 


The instrument introduced through 
the primary incision and applied the 
remaining dorsal cartilage that one 
arm lies either side (fig. cen- 
ter). repeated opening and closing 
the forceps intervals along the 
cartilaginous dorsal strip, parallel bites 
are made into the tissue (fig. upper 
and lower) that becomes pliable 
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and can then straightened formed 
any desired contour, This procedure 
makes unnecessary remove wedges 
sections cartilage, has often 
been done order straighten badly 
deflected dorsum. also has the ad- 
vantage not endangering 


THE various surgical reconstructions 
the nose can done with wide 
choice instruments, but the use 
those best adapted the individual 
operation are great help the sur- 
geon aiding him carrying out the 
technical procedure and leading 
the greatest degree success the 
operative outcome. 

doing reconstructive operations 
the nose over considerable length 
time, the writer has felt the need for 
different cartilage punch than that which 
generally available. This need has led 
the construction instrument for 
use helping mold the lower lateral 
cartilages when correcting the deformed 
contour the lower segment the 
nose. 

The basic design conventional one 
the plier type, with two parts crossed 
and riveted form scissor-like hinge. 
The arms extend inches (3.8 cm.) 
from the rivet, which point the instru- 
ment measures inch cm.) 
Instrument at the Fifty-Sixth 


American Academy of Oph 
Otolaryngology, Oct. 14-19, 1951, 


Presented as a Net 
Annual Session of the 
thalmology and 
Chicago, Il 


CARTILAGE PUNCH NEW DESIGN FOR USE 
RHINOPLASTY 


ALBERT SELTZER, M.D. 
PHILADELPHIA, PA, 


INSTRUMENTS 


chondrium, which often occurs when 
excision done with knife (fig. 3). 


SUMMARY 
modification the Luc forceps 
described which has special advantages 
the treatment the dorsal cartilage 
when submucous resection done. 


inch There slight curvature 
the lateral border the arms, thus 
forming somewhat blunt tip with the 
curved handles are roughly inches 
contrast the chrome-plated luster 
the arms. 

The functional portion the punch 
consists two thin, narrow strips 
metal which are applied lie upon the 
inner surface one the arms (fig. 
1). These metal strips are finished with 
dull knife-like edge. They are inch 
height, and inch (0.3 cm.) apart. 
When use, the arms the punch are 
closed, and the effect make two 
equal incisions through 
sheet cartilage. The result that 
scoring the cartilage deeply without re- 
moving any the tissue. this way, 
the resilience the cartilage broken 
and rendered more pliable. 

The advantage this punch opera- 
tions involving changes the lower 
lateral cartilages lies its ability 
make the cartilages pliable without ex- 
cision tissue, where determination 


sides. 
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the amount necessary remove or- 
der obtain proper contour often 
difficult. the use this punch, re- 
moval tissue frequently unneces- 
sary, since cutting through the cartilage 
this manner allows for molding 
any form desired. there 
need remove any the tissue, esti- 
mate the amount can more easily 
and accurately made after the cartilage 
has been subjected the action this 
instrument, 

the operation for the removal 
hump, after the dorsum has been low- 
ered by the removal of the necessary 
amount bone the 
bridge must narrowed avoid ex- 
cessive breadth that region. Finally, 
the nose must shortened opera- 
tion the tip, and this point the low- 
lateral cartilages enter into the pro- 
cedure. These tip cartilages are drawn 
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Seltzer Punch 


The cuts made through the cartilage without 


out through the incision (fig. left) 
first one side and then the other, 
when the cartilages can weakened 
use the punch. The subcutaneous tis- 
sue and cartilage are cut through this 
way, without injury the skin (fig. 
center), After this use the punch, the 
nose can kneaded 
shape suitable, since the resistance 
the cartilage has been destroyed. 

The chief advantage the use this 
punch the ease with which the de- 
sired nasal contour can achieved, but 
added advantage that postopera- 
tive deformities which from in- 
accuracies the removal cartilage 
tissue are this way avoided. 


SUMMARY 
cartilage punch designed the 
writer described, and the method 
and advantages its use are presented. 
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SELF-RETAINING DUAL DISTAL LIGHTED 


LARYNGOSCOPE WITH SCREW-DRIVEN 
FULCRUM LIFT 


Sam M.D. 
KANSAS CITY, MO. 


PRESENTED the first model this 
self-retaining laryngoscope before the 
Academy 1947. have worked four 
years perfecting the second model which 
this model eliminates all, nearly all, 
the mechanical problems direct 
laryngoscopy. am, therefore, present- 
ing this improved model with screw- 
driven fulcrum lift, for the following 


reasons : 


laryngoscopy with adequate 
exposure the anterior commissure 
has always been difficult problem, even 
for those surgeons the larger clinics 
who have expertly trained assistants. 
always enormous problem for those 
who work smaller clinics, alone 
with assistants. 


With this instrument, 
dure direct laryngoscopy becomes 
much less difficult, and any man with 
reasonable skill and training should 
able quickly and adequately expose 
all parts the larvnx where cancerous 
other lesions might 

Direct laryngoscopy with older in- 
struments and methods has been diffi- 
cult that few laryngologists 
fected satisfactory technic. 


Because the difficulties, the art 
and practice direct laryngoscopy 
now repose the hands few laryn- 
gologists the larger cities. 


Presented as a New Instrument and New Techni 
the Fifty-Sixth Annual Session the American 
Academy of Ophthalmology and Otolaryngology, 
Oct. 14-19, 1951, Chicago, Ill. This paper was 
given in part before the International Congress 
of Oto-Laryngology in London, England, July 1949. 


still urge the use local, plus 
general, anesthesia, curare 
thol, did four years ago.? 

overcome the mechanical difficul- 
ties, have constructed self-retaining 
laryngoscope with dual distal lighting, 
and fulcrum lift (fig. 1). 
far know, Seiffert was the first 
design self retaining laryngoscope 
making use the chest arm. had 
lighting system. Haslinger 
proved this proximal lighting and 
more adjustable chest arm. 

Changes the new design the in- 
strument include: body made nickel 
silver; stainless steel gears set 
star wheel allow better gear 
ratio; the anterior portion the tube 
rounded and more sled-like prevent 
trauma the hypopharynx and curve 
chest arm increase clearance 
mandible. 

The principal the chest arm the 
Seiffert and Haslinger laryngoscopes 
has been have eliminated one 
After many consultations with 
lighting engineers, have had installed 
this instrument dual distal lighting. 
was told these and have 
proved own satisfaction, that 
any single light the end tube 
throws shadow. With lights both 
sides the distal end the tube, the 
interior the larynx perfectly and 
uniformly without shadows. 
Proximal lighting can installed 
the handle, but not believe this 
all necessary. 

have elevated the tip the tube, 
suggested Dr. Paul Holinger and 
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others, give better visualization the 
anterior commissure, With the tip ele- 
vated, the curvature the distal end 
the tube much decreased that 
able use the same tube for adults and 

Probably the greatest improvement 
this model the screw-driven fulcrum 
lift (fig. items and 7). John Hum- 
mel and the mechanical engineering di- 
vision the Midwest Research Insti- 
tute made possible the development 
this most important feature the in- 
strument. The screw has both right and 
left threads, which greatly increases the 
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must remembered that the 
fulcrum lift opened, the must 
taken the star wheel the 
chest arm. The half star wheel the 
fulcrum lift should never advanced 
beyond the first point resistance, 
powerful that the shaft may 
broken. 


LARYNGEAL HEAD SUPPORT 
Every endoscopic procedure requires 
the proper head position; especially di- 
rect laryngoscopy, where the anterior 
commissure must exposed. have de- 
vised, therefore, mechanical laryngeal 


FIG. 1—The 
Fulerum Lift. (1 

irm which fixes the 
turned, clevates the 


tube 
tip of the laryngoscope 


lighting, from battery. This eliminates 


(6 and 7 


of more than 25 pounds. It increase 


time (Made by B. R 


this increased power and the 
extra elevation the tip the laryngo- 
scope that may make the difference be- 
tween complete success and 
ure the extremely difficult direct 
yngoscopy. 

The 
course, offers few mechanical problems. 
The 
posed operating the main and worm 
gears enclosed the instrument (fig. 
item 3). Even the easy case always 
use the fulcrum lift. gives 
stability and balance the instrument. 


easy 


anterior commissure can be cz- 


the direction shown arrows. (4) 
shadows 
driven fulerum lift raises the tip the scope cm. and has lifting capacity 


Improved Self-Retaining Laryngoscope with Dual Distal Lighting and Screw-Driven 
Tube with elevated tip to increase exposure of anterior commissure. 
in the larynx, making it self-retaining. (3) 


(2)—Chest 
Star wheel which, when 

Dual distal 
from two sides. 


by illuminating the lesion 


s the efficiency and the ease of operating the instrument many 
Anderson Company, Ottawa, Kansas.) 


head support (fig. 2), modeled 
hold the head, neck and trunk the 
patient the classical positions de- 
scribed originally Dr. Chevalier Jack- 
son.! The elevations the head above 
the shoulders, suggested Dr, Jack- 
son, are cm. for the adult head sup- 
port, cm. for the adolescent, and cm. 
for the infant. 

believe these mechanical head sup- 
ports are indispensable for those laryn- 
trained assistants available. They elim- 
inate the most important man the 
team performing the laryngoscopy, the 
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one who supports the This im- 
portant because trained helper who 
really knows how support the head 
seldom found outside the larger hospi- 
tals. addition this, since the posi- 
tion and angles are correct, the sup- 
port the right size used and the pa- 
tient’s head placed properly, only 
most delicate lift required expose 
the larynx and there stretching 
bruising the pharynx larynx. The 


surgeon may press downward 


\ 


Aduit 


forehead and elevate the lar- 
ynx even more completely. The supports 
allow least cm. lateral inside 
movement, which sufficient expose 
ventricular lesions. The possibility 
trauma the neck practically elimi- 
nated because construction 
comes into contact with 
Even though the canvas heavy, there 
ample “give” under the neck, and 
when covered with sponge rubber, the 
supports are not uncomfortable. 


The supports eliminate the human 
element inattention, inefficiency, 
holding the head. This important 
critical times removing small in- 
accessible tumors. The support may 
removed any desired time and man- 
ual support substituted, although have 
never found this necessary for laryn- 
geal work. The supports were designed 
for laryngeal work only, but also use 
them expose the larynx before intro- 
ducing the bronchoscope. 


One California colleagues uses 
the laryngeal head support introduce 
the esophagoscope. places the pa- 
tient’s head the edge the support 
front the well. says this gives 
him excellent position for the high 
the 

find the three sizes supports 
ample and have never had change 
sizes after starting the operation, but 
frequently use the adolescent size for 
small adults. 


— 
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Adolescent Infant 


FIG, 2—-Laryngeal head supports. (Made by B. R. Anderson Company, Ottawa, Kansas.) 


DIRECTIONS FOR USE 
always advise the use both local 
anesthetic and some form general 
anesthetic unless there real contra- 


Introduce this into the 
oral pharynx the midline, side 
mouth front teeth are prominent, 
the same any other laryngoscope. 
the epiglottis engaged, raise the han- 
dle lowering the tip and push the whole 
instrument forward until the posterior 
commissure comes clearly into view. 
The chest arm (fig. item now 
advanced the limit onto the patient’s 
chest turning the star wheel (fig. 
item the right. This raises the tip 
the laryngoscope the direction 
the arrows. When real firm resistance 
felt, the screw-driven fulcrum lift 
brought into use turning the half star 
wheel counterclockwise until the ante- 
rior commissure completely exposed. 
stated above, the fulcrum lift 
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turning the star wheel chest arm. 
the “slack” not taken up, much the 
centimeters the limit within the ful- 
crum lift, while the star wheel operating 
the chest arm has many times this 
range. 

This laryngoscope, when used with 
mechanical head supports will greatly 
improve the teaching laryngology. 


| t laryngoscope in 


the past the student visitor got but 
glimpse the over 
Now the surgeon may place 
the position, fix with 
the self-retaining arm, step aside, and 
allow the visitor much time neces 
sary for complete study (fig. 3). 
When this technic followed every 
3 detail, the of proper 
mechanical head supports, and the self- 
retaining 
lift, the visual teaching laryngology 
will more basis. The 
split-second “over the shoulder” glimpse 


use anesthesia, 


laryngoscope 


efficiency the lift lost. Four 


pl ace. 
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partly exposed larynx not sound 
pedagogy! know other technic 
which this possible, except suspen- 
sion, and even with constant chang- 
ing head mirrors would required. 


SUMMARY AND CONCLUSIONS 
Direct laryngoscopy with complete 
visualization the entire larynx has 
the past been difficult procedure. Even 
with 


experience and 


those great 


ad 


position on the 


Patient's he in proper 
proy 


trained assistants fail times get 
adequate exposure the anterior com- 
missure, 

Trained assistants are seldom avail- 
able except large hospitals. The me- 
chanical supports the 
need for the most important assistant. 
nurse may operate the star wheel 
point fixation; this fixation arm 


eliminate 


makes the laryngoscope 
She must watch and, the surgeon op- 
erates the half star wheel the ful- 
crum lift, she must advance the star 
wheel take the 
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The fulcrum lift produces pressure 
only the hypopharyngeal wall and 
the anterior part the larynx. The 
teeth are not used fulcrum. 

This laryngoscope 
many advantages over other instruments 
every laryngologist. relieves the 
strain, especially his left arm. Sev- 
eral times have heard the chief ask 
younger and stronger colleague sup- 
port the ordinary laryngoscope, because 
his left arm was exhausted. This does 
not make for good laryngoscopy! 

When the self-retaining laryngoscope 
used the surgeon can work with both 
hands free. 

When the technic herein presented 
followed every detail, the teaching 
laryngology will more scientific 
basis. 

closing, want again emphasize 
the importance the screw-driven ful- 
crum lift. extremely powerful. 
the testing laboratory the engineer 
found could actually lift two 25-pound 
dumbbells. believe the most im- 
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portant feature the 
ment. While direct laryngoscopy will 
probably never 100 per cent perfect 
with any instrument any technic, 
own failures have been reduced 
near 

Every otolaryngologist should now 
able good direct laryngoscopy, 
expose every part the larynx, and 
secure accurate biopsy 

This instrument and technic are pre- 
sented with that objective. 

wish acknowledge with much 
appreciation the great help given 
Paul Lorhan, professor anes- 
thesiology, University Kansas Med- 
ical Center, and Frank Forman, now 
professor otolaryngology, Univer- 
sity Arkansas Medical School. 
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IMPROVED MAGNET WITH RADIOPAQUE 


STRING 


M.D. 


and 


Brown, M.D 


NVITATION 


ATLANTA, GA 


MAGNET made aluminum, nickel, 
cobalt and iron for use bronchoscopic 
work was presented before the Southern 


From Ponce de Leon Eye and Ear Infirmary. 
Presented as a New Instrument at the Fifty-Sixth 
Annual Session of the American Academy of Oph 
thalmology and Otol 14-19, 1951, 
Chicago, Il 


aryngology, Oct 


Medical Association 1944. The orig- 
inal models were straight cylinders, one 
mm. long and mm. diameter, and 
the other mm. long and mm. di- 
ameter. The first magnet used was fixed 
toa flexible wire this wire was sheathed 
Levin tube with openings the 
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MURDOCK EQUEN AND ROBERT BROWN 


magnet end that with the hand bel- 
lows the other end, the stomach might 
inflated. 

thinner magnet was fixed 
work, the original model which re- 
mains essentially unchanged. With it, 
often only necessary insert 
laryngoscope, the magnet can intro- 
duced and under direct vision pushed 
towards the metallic object. 
been devised which can used through 
smaller bronchi adults the bronchi 
infants 

The magnet for use the stomach 
and duodenum has been 
eral times. The first modification was 
curve the magnet facilitate its gui- 
dance. Later, was realized that 
string were tied around the magnet 
retrieve it, the wire and its sheath could 
dispensed accordingly, groove 
was cut around one end the magnet 
for string. 

The present model has cap over the 
end the magnet with hole 
through which the string drawn. This 
enables one exert traction 
with the axis the magnet. further 
modification has been impregnate 
braided silk string, No. with lead ace- 
tate and cover with plastic.* This 
renders radiopaque and enables one 
feed the string slowly enough pre- 
vent its getting tangled with the foreign 
body magnet, carried beyond 
them. 

The radiopaque string most useful 
when the foreign body the duoden- 
made the Physics Department 


of the Georgia School of Technology for the develop- 
ment of this radiopaque string. 


TRANS. AMER. 
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FIG, 1—-The curved magnet in the stomach has estab- 
lished contact with the nail. The radiopaque string 
leaves the magnet at its left end, loops downward, 
then upward, but it is not tangled. A few moments 
later the nail was pulled out. 


um, can watched under the 
(fig. 1). not enough 
string swallowed, the magnet cannot 
enter the too much string 
allowed, may necessary cut 
the string. such cases, the magnet 
may have dislodged the foreign body 
and the magnet, foreign body and string 
may withdrawn. one our cases, 
however, before the radiopaque string 
was perfected, the magnet and foreign 
body (bobby pin) were entangled with 
string resulting obstruction 
and thus necessitating laparotomy, 
were discovered the small intestines. 
However, the child made uneventful 
recovery. 
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DOUBLE-MIRROR GONIOPRISM 


Harvey M.D. 
PITTSBURGH, PA. 


accepted useful procedure. The technic, 
however, requires numerous manipula- 
tions for the examination the entire 
circumference the anterior chamber 

facilitate the gonioscopic proce 
dure and simplify the technic, double- 
mirror gonioprism was devised and con 
permits examination the 
entire circumference with single quar 
ter turn the 


Reflecting surface Retlecting 
FIG. 1-——Tridimensional view of truncated pyramid 
with two reflecting surfaces, one concave corneal 
surface and one flat surface 


The instrument consists truncat- 
ed, quadrilateral, transparent, plastic 
pyramid which mounted and easily 
rotated plastic speculum. 
This truncated 
has concave corneal contact surface. 
There polished reflecting surface 
two its diametrically 
clined sides. The base the pyramid 
flat, and faces the observer during use 
(fig. 1). 

The anterior chamber angle 
rored the two reflecting surfaces 
the prism. can thus studied with 


Presented as a New Instrument at the Fifty-Sixth 
Annual Session of the American Academy of Oph 
thalmology and Otolaryngology, Oct. 14-19, 1951, 


Chicago, 


the high the low power the 
slit-lamp microscope. stereoscopic 
tridimensional concept the chamber 


structure and patho 


an 


obtained this way. 


bits. 2—-Position of gonioprism with reflecting sur 


faces arranged for viewing superior and inferior 
chamber angle quadrants stimultaneously. 

When the instrument inserted be- 
tween the lids with the truncated con- 
cave surface contact with the cornea 
and the mirror surfaces facing ver- 
tical axis, the simultaneous examination 
the superior and inferior quadrants 
the chamber angle becomes possible 
and 4). rotating this double 
reflecting contact prism through are 
degrees about its anteroposterior 
axis, it also becomes possible to examine 
and temporal segments the 


filtration angle 3). 


for 

Q7 
7 


THORPE TRANS. AMER. 


ACAD. OF 0. & 0. 


lose solution placed the corneal de- 
pression the gonioprism. 


The patient now seated the 
slit-lamp microscope. His head tilted 
backward degrees and instruct- 
rotate his downward. 


handle pointing downward then in- 
serted between the lids the same man- 
ner contact lens. slipped under 
the upper lid, while the patient look- 
ing downward. The lower lid then re- 
tracted and the speculum inserted be- 
neath the lower lid, and against the 
completed, the patient instructed 
gaze directly ahead. This 
cornea contact with the liquid film 
now ready for the examination. 


Position of gontoprism with reflecting sur 


ed for viewing nasal and temporal filtra §. After the observations with the 


slit-lamp microscope are completed, the 

Technic instrument removed the reverse 
The cornea previously anesthe- viz.: first from beneath the 
tized with per cent tetracain (ponto- lid, and then from beneath the 
upper lid. During the re- 


Reflecting surface 


Path the emerging image 
the inferior guadrant 
the chamber angle 


Cor 


Gonioscopic 
Contact 


Path the emerging image 
the superior quadrant 
the chamber 
Inferior 
chamber Reflecting surface 
| f double mirror gonioprism to section of eyeball 


juadrants 


Be 
7 
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1932 


moval, the eves should simplified contact prism, Arch. Ophth., 
After use. the methvl cellulose Von Hans: Zur der 
wiped from the instrument with damp, 1938 


soft cotton cloth. The device may now 


sterilized immersion The instrument was made the specifica 
soluti tions by Bausch & Lomb Optical Co., Rochester, 
solution (1:2000) for five minutes, They propose manufacture it. 
rinsed and dried. 4 T! drawings of the gonmioprism were made by Mr 
Lee Allen, University Hospite lowa City, Towa 
Mi ind 4 
REFERENCES Photograph» of the gomoprism was by Mr. Albert 
Levin and Mr. Hinkes, Magee Hospital, Pitts 


NEW ANGLED CORNEAL CURETTE 


Harvey M.D. 
PITTSBURGH, PA. 


corneal curette, right (looking the curette bowl con- 
been constructed.* This instrument The curette angled the left 


especially useful for the removal cor- individuals. 


neal foreign bodies, for the curettage Manufactured Mueller Co., 408 Honore 
incrustations (fig. 1). The Annual Session the American Academy Oph 
thalmology nd Otolaryngology, 14.19, 1951, 


shows the instrument angled the 
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DAYLIGHT EYE CHART ILLUMINATOR 


M.D. 
FORT WORTH, TEXAS 


Tuts Daylight Chart 
type visual acuity test chart with simu- 
lated daylight illumination using 
lighting, presenting foot 
candles the observer 
(hig 1) 

The the chart this 
instrument not affected the illum 
refracting room because the illumination 
and the chart are behind transparent 


Daylight Chart Illuminator, closed. 


Simulated daylight illumination the 


Snellen-type visual acuity test chart 


a WwW 


important consideration that (1) the 


w 


lenses used the refraction human 
such the trial case and Green’s 
refractor, and the lenses prescribed for 
the correction refractive errors such 
eve glasses, spectacles 
lenses, are not free corrected for 
chromatic aberration; (2) incandescent 
lighting used for illumination Snel- 
len-type charts, projector charts, and 
others contains preponderance red 
and infra-red light compared daylight 
daylight, particularly 
within the limits sensitivity the 


FIG. 1-—-Dayheht Eye Chart Illuminator, open. 


pending. Sold Austin Belgard, human eye; (3) the refraction red 
light takes stronger lens accom- 


esented as a New Instrument at the Fifty-Sixth 
Annual Session the American Academy Oph plish the same effect 


vv and Otolaryngology, Oct 14.19, 1951, 


tion blue light; (4) refraction 
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human eyes with the Snellen-type chart 
illuminated with daylight simulated 
daylight will give more 
for the prescribing lenses 
used daylight and simulated day- 
light than incandescent lighting were 
used because the refracting lenses and 
the prescribed lenses are not free 
corrected for chromatic aberration and 
(5) there has been marked increase 
the use simulated daylight (fluor- 


escent lighting) industry, stores, of- 
fices, 

This instrument attractive ac- 
couterment any refractionist’s office 
because when the 
activated, the transparent 
front appears only mirror (fig. 
2). Furthermore, when the chart not 
illuminated, not visible, preventing 
malingering and memorizing the chart 
before the examination. 


SCLEROTOMY SCISSORS 


Vesey, M.D. 
NEW YORK, 


presenting new kind scissors 
designed make scleral resection and 
corneal section easy and safe. 

One blade this scissors turned 
the flat and forged form spatule 
like one millimeter 
longer than the opposite blade, which 
cuts down perpendicularly against this 
spatule (fig. 1). The cutting edge 
the upper blade stops short the lower 
surface the spatule blade. Placing 
the spatule through opening the 
sclera, limbus cornea just easy 
and safe place iris reposi- 
tor perform cyclodialysis smooth 
the iris. Cutting accomplished easily 
and without increasing the intraocular 
pressure, with danger the uvea. 
a New Instrument at the Fifty-Sixth 


1 of the American Academy of Oph 
nd Otolaryngology, Oct. 14-19, 1951, 


Presentec 
Ann 


t molo 


Chicago, Til 


FIG 1 A scle rotomy scissors, 


The handle the scissors forms 
obtuse with the blades facilitate 
light manipulation. 

The blades these scissors will 
made various widths, lengths and 
curvatures meet the requirements 
the different operations. The 
presented scissors were made the 
George Tiemann Co. New York. 
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METHOD FOR MOUNTING EXCISED ANIMAL EYES FOR 
TEACHING RESEARCH 


FRANK M.D. 


NEW YORK, 


For those who are interested 
teaching, research, exercise, would 
like suggest new and efficient meth- 
mounting the excised eyes, This 
method eliminates the annoying release 
from fixation the most critical mo- 
ments, eliminates increase the intra- 
ocular pressure, and permits one per- 
form the most delicate types of eye sur- 
The instrument necessary very 
simple and, desired, may replaced 
with even more simple, home-made 
square muslin fixed taut the 
aid ring with two set-screws (figs. 
2). The excised eye will fixed 


FIG. 1—Mounting equipment, 


Presented as a New Technic at the Fifty-Sixth An 
nual Session of the American Academy of Ophthal 
mology and Otolaryngology, Oct. 14-19, 1951, Chi 


FIG. 3—The excised eye mounted on the muslin 


by four single sutures 


the muslin four single sutures (fig. 
3). Variation the location 
ness these stitches permits infinite 
number positions and, desired, 
motility the 


FIG. 2—Mounting equipment, assembled. 
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DR. WALTER BRACKETT LANCASTER 
1863 1951 


Dr. Walter Brackett Lancaster was born May 11, 1863 Newton, Massa 
chusetts, Mayflower stock both sides the family, entered Harvard 
the age 17, and received the following degrees during his academic career: 
Harvard, A.B. cum laude 1884; Harvard, 1889; Dartmouth, 
Honoris Causa 1939. 


Following his graduation from Harvard Medical School, went Europe 
where came under the uence Professor Ludwig Mauthner, who was re- 
sponsible, doubt, for his life-long interest refraction, motility, and neuro- 
ophthalmology. His urge teach caused him apply Harvard Medical School 
1909 for permission establish the School laboratory for Research 
Physio logic 


Dr. worked the Boston City Hospital with Henry 
liams and Wadsworth from 1890 until 1900, and presented his first paper, 
“The Local sthetics Used the Eyes,” the Medical and Surgical Reports, 
Boston City Hospital 1896. was shortly before this period (1884) that the 
anesthetic effect cocaine was discovered Dr. Carl Koller, and reported 
that Dr. Williams, the first Oph ithalmic Surgeon Boston City Hospital, was the 
first operator America use this new local anesthetic cataract operations. 
Dr. Lancaster had the opportunity seeing Dr. Williams operate before 
and after the advent cocaine. 


Lancaster joined group medical specialists during this period form 
the Boston Polychnic, where gave courses Clinical Ophthalmology, Refrac- 
tion, and Ophthalmic Surgery novelty that time. When, short time later, 
graduate teaching was begun Harvard Medical School, Dr. Lancaster became 
Assistant Ophthalmology. 


health, resulting from undiagnosed chronic appendicitis, caused him 
retire from active medical practice from 1901 until 1910. Following surgery his 
health was rapid and, most can attest, enjoyed vigor- 
ous and active life until passed away his sleep December 1951. 


Dr. Lancaster, with Dr. Edward Jackson, probably did more establish the 
Board Ophthalmology than any other man. Interest the establish- 
nent Board was aroused series articles improving the teaching 
One year Jackson would read paper and Lancaster would 
discuss it. The following year Dr. Lancaster would read paper and Dr. Jackson 
would discuss it. The result, 1915 the three existing Societies all voted set 
joint board ophthalmic examinations. Dr. Lancaster was member this 
original Board and the Committee Examinations. acted secretary and 
drew the plans for the examinations, which were adopted with little change and 
have been followed most the dozen more specialty boards which have 
been forme 


held the position Senior Ophthalmic Surgeon the Boston City Hospital, 
later Senior Ophthalmic Surgeon the Massachusetts Eye and Ear Infirmary and 
the Massachusetts General Hospital, and Consulting Ophthalmic Surgeon these 
institutions until his 
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During his lifetime was, different periods, President the American 
Board Ophthalmology, the American Ophthalmological Society, the American 
Academy and Otolaryngology, the New ngland phthalmo- 
logical Society, and Chairman the Section Ophthalmology the American 
Medical Association. 


was member the Councils the American Association for Research 
Ophthalmology, American College Surgeons, the Illuminating Engineering 
Society and its Committee Research; the Optical Society America, and 
one the editors its Journal; member the National Conference Nomen- 
clature Disease, director the National Society for the Prevention Blind- 
ness, member the executive committee the Advisory Board Medical 
Specialties, and member the American Association for the Advancement 


Scie nce. 


was instrumental founding the Boston Nursery for Blind Babies, and 
vas appointed its first was Chief Staff the Dartmouth 
Institute from 1940 1942. 


His military service World War was spent research for the then newly 
organized Army Air Force. 


1914, Lancaster was awarded the Ophthalmic Research Medal the 
Section Ophthalmology the American Association. was recipient, 
1943, the Leslie Dana Gold Medal and, 1945, the Lucien Howe Medal 
for his contributions the prevention blindness and the conserva- 


tion vision. 


After life devotion the improvement the practice ophthalmology 
America, his crowning achievement, conceived the age 83, was the estab- 
lishment 1946 what now known the Lancaster Courses 
mology. short time before his death completed his book Refraction, 
Motility and Optics, which will soon available. 


Dr. Lancaster resided the Harvard Club Boston since the death his 
wife 1945. survived daughter, Julia Lancaster, and two sisters, 
Mrs. Sydney Harwood and Mrs. William Bennett Carey, both Boston. 
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AMERICAN ASSOCIATION EYE, EAR, NOSE AND THROAT 
SOCIETY SECRETARIES 
ANNUAL MEETING 1951 


annual meeting the American 
Association Eye, Ear, Nose and 
Throat Society Secretaries was held 
the Palmer House, Chicago, 6:00 
Tuesday, October 16, 1951, dur- 
ing the convention the American 
Academy Ophthalmology and Oto 
laryngology. The Academy again 
tended its courtesy this 
group providing excellent dinner 
for the members and guests, 

The meeting was called order 
the President, Dr. Kenneth Craft. 
Dr. Craft expressed the 
appreciation the dinner given 
the Academy well for the interest 
shown the Academy the welfare 
and activities of the Secretaries’ organ 
ization. the forty mem 
bers and guests who were present from 
all parts the United States, Canada 
and South America. 

Dr. Craft then reported 
summary the results obtained from 
the questionnaires which our Associa- 
tion had given those who have been 
attending the American Academy meet- 
ing and instruction courses. These ques- 


tionnaires resulted hundreds con- 
structive suggestions for improving the 
annual Academy meeting and 
struction Especially noted were 
the many suggestions for new speakers 
and new interesting subjects for discus- 
These suggestions have all been 
placed the hands the Executive 
Secretary the American Academy 
and Otolaryngology. Dr. 
Craft requested that the Association 
continue this survey for the following 
vear, 1952. 

Dr. the Association 


tary, made plea for the continued 


secre 


support ot cach member secretary to 


encourage the filling out the ques- 
tionnaires all attending the Academy 
meeting and sending them 

Dr. Moacyr Alvaro Brazil, the 
President-Elect the Association, sug- 
gested that the secretaries’ association 
extended include not only South 
America but also Europe. pointed 
out the benefits which every local eye, 
ear, nose and throat society the Unit- 
States, South America and Europe 
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communicate with other local society 
secretaries the solution their mu- 
tual problems. was moved, seconded 
and unanimously passed that the work 
the Association extended South 
America and Europe. 

Dr, Ruedemann, Secretary for 
Instruction Ophthalmology, repre- 
American Academy, ex- 
pressed his appreciation and also that 
the Academy for receiving the reports 
constructive criticism the various 
instruction courses given the Acad- 


senting the 


emy. suggested that the secretaries 
take interest the Home Study 
Courses, also given the Academy, 
order extend their usefulness among 
members local eye, ear, nose and 
throat societies. also impressed the 
secretaries with the enormous oppor- 
tunities for instruction present each 
Academy meeting and suggested that 
bring this point home our local 

The nominating committee made the 
following nominations for office: 
President, Dr. 

Sao Paulo, Brazil. 


Alvaro, 


JANUARY FEBRUARY, 1952 


President-Elect, Dr. James Mona- 
han, Shenandoah, Pa. 

Secretary-Treasurer, Dr. Daniel 
DeStio, Pittsburgh, Pa. 


Since there were further nomina- 
tions made from the floor, the nominees 
were duly elected. The following Direc- 
tors were also elected: 

Dr. Burton Lovesey, Boston, Mass. 

Dr. James Monahan, Shenandoah, 
Pa. 

Dr. Roderick MacDonald, Rock Hill, 

Edley Jones, Vicksburg, Miss. 

Dr. Peter, Akron, Ohio 

Dr. Ronald Myers, Memphis, Tenn. 

Dr. Cruthirds, Phoenix, Ariz. 

Dr. Willard Goff, Seattle, Wash. 

Dr. Alvaro, Paulo, 
Brazil 


Sao 


Dr. Craft turned the meeting over 
the newly elected President, Dr. Moacyr 
Alvaro Brazil, who declared the 
meeting adjourned. 


DANIEL DeStio, M.D. 
Secretary 


CORRECTION 


On page &36 ot the November-December 1951 issue of the TRANSACTIONS, Exhibit 


A” is talance Sheet 


as of September 30, 1951, 


rather than December 30, 1951, 


pages and 845, column the same issue, two items are telescoped— 


Dr Kenneth ¢ 
and Visual Physiology, 


resentative of the 


Swan was reappointed serve the American Committee Optics 
and Dr. William 
the American Orthoptic Council 


Krewson, was appointed rep- 
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INDUSTRIAL OPHTHALMOLOGY 


INTRODUCTORY STATEMENT 


Faber Birren needs introduction oph 
thalmologists who have read his fine, practical 
and realistic work in color and tlumination 


His papers are always such 
ing that feel are especially 
have opportunity publish 

The very short report the project 
North Carolina aimed reducing highway 
inserted here for what worth 
stimulus other states the hope that 
professional people will “needle” the neces 
sary groups set similar programs 


M.D 
Secretary, Joint Committe 
Industrial 


ORGANIC APPROACH 
ILLUMINATION AND COLOR 


FABER BIRREN 
NEW YORK, 
BY INVITATION 

PRACTICALLY all literature and opin- 
ion the field illuminating engin- 
eering pervaded factual approach 
which seeing related light inten- 
sity (and brightness) and which the 
criteria measurement are acuity and 
visibility. The usual proof credibility 
has been given 
“Here are instruments,” says the 
lighting engineer, “and here are 
facts.” Everything explicable, and all 
hypotheses are reconciled sound 
data. argue that illumination needs 
also the organic approach involving the 
whole makeup the human organism, 
psychic well physical, seems irrel- 
evant and unnecessary confusion 

mechanistic and atomistic science, 
facts are easy, Yet they may far from 
the psychological sciences. 
gains value and significance not 


the number individual facts col- 
lects but the generality and power 
its 

Light, color and vision have complex 
ramifications. Acuity and the reading 
six-point type newsprint stock, 
adulated and enlarged the lighting 
profession, are, truth, little things 
when stacked against the full gestalt 
lend themselves instrumental check, 
this means belittles the importance 
less palpable things. Perception, for 
example, and the psychological “fact” 
that the phenomenon color con- 
stancy two surfaces may 
same and yet one may reflect thousand 
times much light the other! 

Perhaps facts are not denied. 
Nor are they worshipped beyond 
their due. The point need clarifica- 
tion that experimental proof and 
phenomenological observation ought 
hand hand. Where psychological 
factors may involved—the 
lighting installation, the beauty 
may quite variance with ordinary 
experience, For example, the quality 
warmth and coolness color may 
questioned the factualist yet the 
pression colors being warm and 
cool will still persist none the less. In- 
deed, phenomena the realm the 
defy analysis. Freud pointed out that 
proof might not apply many 
phenomena. “It entirely possible that 
they may operate only under conditions 
quite variance with ordinary reality 


PHYSIOGNOMIC PERCEPTION 
perhaps not unfair state that 
the lighting profession has been unduly 
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specious about the matter light in- 
tensity. certainly difficult task 


prove that the eye can see detail more 


easily under lot light than can 
under very little light, Organically rath- 
than mechanistically, however, the 
study illumination needs 
human touch. And this leads dis- 
cussion such things gestalt psy- 
chology and physiognomic 


trust the following tale the ges- 
will encourage bit skepticism over 
the static viewpoints the past. Hart- 
tells competition among 
weight lifters (sic) which, 
for some curious reason, former records 
were not equalled To quote : 


One the contestants found the solution 


i the puzzle The place where the competi 
tion took place was hall brightly illum 
ted that there was 
tion point which the weight lifters could 
rivet their eves The stability accompany- 
fixed spatial orientation which neces- 


the heavy weights could 
not under the conditions existing 
the brightly hall: the expected rec 


rds did not appear 


Here dynamic seeing against 
static, situation which photometers 
and visibility meters are little con- 
terms physiognomic perception, seeing 
ruled not merely set retinal stim- 
ulation, fixed accommodation and 
convergence, but the the 
perception that mother can 
recognize her child block two away 
and without being able see his fea- 
tures the color his eyes hair. 
not confined the eve alone, 
the retina and cortical centers the 
brain; pervades the entire organism, 
and has psychological quali- 
tres Perception involves action, expe- 
studied and understood only when the 


whole functioning the organism 
regarded. 

many the traditional re- 
search methods and facts used the 
lighting profession fall pitifully short 
establishing the requirements and 
needs ideal seeing condition. What 
about the dynamic factors? dog 
which, sitting rest, was unable dis- 
criminate circle and triangle could 
perform the feat when allowed run 
freely and How might this 


REACTIONS LIGHT 

Gestalt psychology has passed like 
something hurricane over many 
the older concepts of science. Theories 
the behaviorists have been shaken, to- 
gether with many pet notions about re- 
actions, response stimulation and 
the The area debate still mol- 
ten—a state affairs which one could 
wish existed illuminating engineer- 


ing. 


may said with little contradic- 
tion that the lighting 
worked closely with the physicist and 
has framed and adopted his views and 
this the gestalt psychologist 
takes great Vision never 
matter-of-fact reaction stimulus. The 
ambiguous drawing the urn and faces 
(separately shown) hardly ex- 
plained atomistic mechanistic 
basis (fig. 1). Although there may 
but one retinal image, two different ap- 
pearances may noted the observ- 
er. Again, the fact that white surface 
remains white under 
widely varying conditions light in- 
tensity and leaves the record- 
ings optical instrument without 
much meaning. 

remembered. sensory system and 
the motor system are not two separate 
s\ stems, merely connected by communi- 
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cation pathways. They are parts one 
comprehensive system.” 

Fifty years ago the theory trop- 
ism insect was assumed maintain 
equilibrium between itself and 
source light. This theory, which had 
its ups and downs over the years, has 
again come the forefront. Not only 
insects but other animals and humans 
orient themselves light. there 
something basic here the organic 
makeup seeing, the literature the 
lighting profession noticeably silent 
about it. 


From one retinal 
possible 


Rubin's ambiguous figure. 


FIG. 1 


lage, different visual interpretations are 


What are the relationships between 
light and the whole gestalt 
seeing? Lighting engineers seem uni- 
versally agreed that high levels 
lumination and light colors are most de- 
sirable for efficient seeing. use 
high reflectances tends make objects 
more easily visible’ (Parry 
This assumption, widely accepted 
the field illumination, runs contrary 
the lessons tropism and the law 
pregnance which, the gestalt psy- 
chologist, “manifests itself the pro- 


simple terms, where there 
light high brightness the human or- 
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ganism (all it) will seek equilibrium 
and balance. the law pregnance the 
fixated object will brought into the 
center the visual 

noted Ferree and over 
twenty vears ago: 

The eye has grown under daylight. Under 
this condition only three have de- 
veloped, and indeed only three are needed: the 
reaction the pupil regulate the arnount 
light entering the and aid the lens 
focusing the light from objects different 
distances, and accommodation and convergence 
bring the object the principal axis the 
lens and the image the fovea. 


These adjustments tend co-ordi- 
nate. When they are separated, trouble 
encountered, High brightness the 
field view, isolated from the task, 
may cause disruption. The 
thereupon struggle set things right. 
“This striving clear its vision 
ineffectual maladjustment the cause 
what called eyestrain.” 
(See figure 2a, 2b, 3a, 3b.) 


has, through well 
organized research, reached similar con- 
clusions, Living things orient themselves 
toward light and high brightness. the 
energy stimulation goes up, the re- 
sponse tendency the organism goes 
with it. High brightness, therefore, may 
condition the organism for vigorous and 
muscular activity, whereas mental tasks 
the same environment may hin- 
dered, other words, too much light 
and too high general brightness may 
well waste human energy dissipating 
good result. Indeed the very ef- 
fort increase light level that fine 
detail might discriminated may 
disturb the organism that concentration 
becomes next impossible. 
point made that the best way think 
with the eyes closed and the environ- 
ment effectively removed! Where the 
critical seeing task may require mental 
well visual effort, high brightness 
may defeat the intended purpose. High 
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brightness demands attention and con- 
sumes bodily energy. the attention 
and the energy are directed away from 
the task the environment itself, see- 
ing may difficult and concentration 
attempted very unfavorable odds. 


BRIGHTNESS ENGINEERING 
Again, many books 
the lighting engineers echo the prin- 
ciple that seeing its best when all 
areas and surfaces within the field 
view have approximately uniform 
brightness. The limits this brightness 
are not usually set and one may assume 
that reflectances approaching white are 
not only satisfactory but desirable. 
Several widely regarded methods 
measuring the perfection well illu- 
minated and well decorated interior are 
existence and are extensively quoted, 
illustrated Here 
“provable” data are given the form 
charts set forth the correct basis for 


rightly engineered lighting project. 


This whole body facts, familiar 
the lighting engineer, has none too 
secure basis. state dogmatically 
that room having 150 foot-candles 
illumination desk level, off-white 
ceilings, off-white walls, pale floors and 
equipment scientifically right room 
nologist choice, know that off- 
white environment wrong for the exe- 
cution critical seeing tasks. know 
intuitively. The “instrumental” readings 
own perception tell me, the 
“facts” own organic reaction. 
And eyes and seeing processes excel 
those any mechanical gadget for ac- 
curacy and significance. 

Besides, know from actual experi- 
ence. Why many modern lighting 
installations fail, even when they mea- 
sure the standards acceptable 
the lighting industry? the large gen- 
eral office insurance company 


New Jersey, half the lighting fixtures 
are kept shut off because the com- 
plaints employees. another insur- 
ance company Connecticut, the intro- 
duction new fluorescent lighting 
system created such confusion glare 
and specular reflection that the reading 
index cards was impossible. new 
Manhattan bank protests have been reg- 
istered with management against job 
illumination and brightness engineer- 
ing that has sent number 
ophthalmologists for eye care. 

sure that many such tales are 
told cities throughout the Unit- 
States, Something definitely wrong. 


SENSORY INTERRELATIONSHIPS 

The error may readily indicated: 
lighting research cannot defended 
justified solely mechanistic basis 
seeing not matter-of-fact reaction 
light energy but complex process 
involving the entire organism. 

Those who would deal with light and 
color (and human beings) should know 
more about the dynamic qualities vi- 
sion. How little Sensitivity 
the retina may vary from hour 
hour, affected fatigue, disease, 
emotion, The pupil factory worker 
who has been injured and knocked un- 
conscious may still react light, while 
from mental illness may not. what 
known Argyll-Robertson pupil 
(encountered certain forms paral- 
ysis) there may absence light re- 
flex except during accommodation. 
drug such mescalin, the manifesta- 
tions delirium tremens, insanity, in- 
tense fear, may all produce 
hallucinations, flashes 
light, motion motionless objects, hys- 
terical blindness which things are 
“seen” but not understood. Even 
normal vision (the law pregnance 
ence again) slightly irregular forms 
and shapes will seen entirely reg- 
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ular afterimages. The gestalt vi- 
sion will tend simplify all stimuli, 
“see” few rather than countless hues 
the spectrum, make wholes out 
parts, seek unity against intricacy. 
Sensory interrelationships and organ- 
tation will change the light source 
changes either direction hue. Ac- 
cording research conducted Karl 
Zietz reported Heinz 
visual will 
changes auditory stimuli. Low notes 
tend shift the appearance colors 
toward adjacent deeper hues, while 
sounds high pitch tend shift them 
toward adjacent lighter hues. Sounds 
high pitch sharpen the contours af- 
terimages low pitches blur them. 


rod sensitivity the eve while increas- 
ing the sensitivity the cones. The re- 
actions were quite pronounced, 
Schwartz! Sensitivity red 
colors lowered the influence 


appearances 


loud sounds 


sound, while sensitivity green colors 
The same holds true with 
other Strong tastes and odors 
will depress red sensations and increase 


green sensations, 


This so-called unity 
should rightfully inspire enthusiasm for 
brightness and color. Hornbostel 
1931, having regard the fact that 
colors have brightness and that bright- 
ness one the vigorous candidates 
for attributehood with tones, undertook 
equate the brightness gray the 
brightness odor, and then the 
brightness tone the same olfac- 
tory brightness. found that things 
equal the same thing equal each oth- 
er, that the brightness the gray and 
tone appear equal when equal the 


brightness the odor” (Edwin Bor- 


COLOR CONSTANCY 
The one curiosity disturbing mys- 
tery the lighting engineer that 
color constancy. Despite the fact that 
concerns one the most vital and in- 
seldom treated the literature the 
profession and not even mentioned 
the Lighting the 

nating Engineering Society 


The striking independence percep- 
tion and light energy well demonstrat- 
mere reference what color 
constancy deals with. Indeed, here 
inquiry that should have been 
though color constancy evident enough 
the experience everyone, hard- 
has written, “Only facts 
and the laws governing them are 
able; conerete experiences 
rience, say the least. 


Having written rather extensively 
not into great detail Let re- 
fer the lighting engineer 
Light 
Intensity,” published the TRANSAC- 
May-June, 1950.3 


article, 


Otolaryngology, 


states, “The impression 
object’s color notably independent 
brief, color constancy has with the 
curious ability human beings (and 
other see the world nor- 
mal under markedly different conditions 
engineer with white puppy leash 
will forced admit that his pet will 
continue hold the aspect whiteness 
during the early light dawn the 
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full light midday. For all that, the the light sensitivity the retina adjusts 
itself reduced illumination and the hall 


puppy will seen white down the 
where illumination feeble, 
out glaring sunlight, under the mono- 
light sodium vapor, the 
red darkroom or, indeed, wher 
ever the puppy may seen all 

Color constancy phenomenon 
perception and not explained 
experience logic. Chickens and chim- 
mechanistic nature would meaning- 
less dealing with it. the above tale 
the puppy, photometers 
imeters would readily “prove” that the 
puppy was not always white, but gray, 
vellow, red, Objectively terms light 
energy, the puppy’s fur was anything 
even though perceptually was forever 
white. (In music, similar phenomenon 
song another key. Although every 
note may hence every 
vibration song will still 

would take many pages and chap- 
ters discuss the significance color 
Let give one enlighten- 
ing quotation from 
and then make few precise remarks 
about current notions and attitudes 


the lighting profession. 
Non-luminous surfaces are judged almost 
mparison with surrounding sur 
faces, hence object observed, say, 
100 lamps will alter 
appearance the lamps are switched 
all the objects the room 
true that are conscious the lower 
process mental adjustment allow 
for this judging the appearance sur 
white sheet paper still looks 
white and not gray, orange surface con 


tinues look orange and not brown and 


may look almost bright before. For this 
case, therefore, there little correlation be- 
tween amount light and visual sensation; 
the important physical characteristic 
fractional, and not the absolute, amount 


light reflected by the surface 


opinion color constancy offers 
new and thrilling world conquest 
for the lighting field. specious, for 
example, state and demonstrate (as 
many lecturers) that equivalent 
seeing condition exists between Snel- 
len chart with black characters white 
ground seen under one foot-candle 
light and Snellen chart with black 
characters black ground seen under 
one thousand foot-candles light. Visi- 
may the same but not appear- 
ance. White will white 
will low illumination 
the contrary. 


COLOR PHENOMENA 

Kouwer has written, “Color per- 
ception not act involving only the 
retina and ‘consciousness’ but the body 
totality.” Yet despite overwhelming 
evidence the affective value col- 
or, its physiological well 
logic many lighting engineers 
seem uninformed. 

Many books and articles lighting 
engineers will found contain the 
statement that the esthetic and emotion- 
color have factual sup- 
warmth and coolness color the Light- 
ing the En- 
gineering Society concludes, ap- 
pears have foundation fact.” 
capable authorities have objected, the 
evidence the senses ap- 
pears disallowed. 

After all, what proof needed 
warrant belief the influence color 
affliction known urticaria so- 
lare, blue light (not 
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has been found produce erythema 
the skin few rare individuals. Light, 
visible light, does have physical effect. 


First all, there direct physio- 
logical reaction color (and light). 
Goldstein? and others have 
shown that when light thrown ene 
side the body produces changes 
over the entire organism. Where the 
color warm (red) there uncon- 
scious attraction stimulus and ac- 
tual change the tonus and position 
the body and the movement per- 
son’s outstretched arms. Where the col 
cool (green, blue) there cor- 
responding withdrawal 
equilibrium will differ colors differ, 
phenomenon which may one day 
traced directly chromatic aberration. 
aside, however, “Every action 
light has its influence physical 
Deutsch®). Light energy 
body directly through the eye and brain. 
The human organism experiences 
sations and psychic excitations, which, 
through the vegetative nervous system, 
boost all life functions, increase the ap- 
petite, stimulate circulation.” 


warmth and coolness, 
writes, “The dynamic 
warmth, the rigidity cold, are expe- 
riences may have independent the 
takes place? Brightness and warmth 
color stimulate the autonomic nervous 
system. Blood pressure and pulse rate 
actually rise. cases torticollis, 
restlessness may appreciably greater 
with red than with green blue. 
the other hand, dimness and coolness 
color release the stimulation 
autonomic nervous system, Blood pres- 
sure and pulse rate drop, and tics may 
relieved nervous and neurotic mor- 
tals. 


Kurt Goldstein,? who has observed, 


demonstrated and photographed the ef- 
fects color the equilibrium the 
body, 


The stronger deviation the arms red 
corresponds the experience 
disrupted, thrown out, 
tracted the outerworld The diminu- 
tion the deviation (to green stimulation) 
corresponds the withdrawal from the 
world. The inner experiences represent 
the psychological aspect the reactions 
the organism. are faced the observable 
phenomena with the physical aspect 


Goldstein has also shown that time 
overestimated under red light and un- 
derestimated under green light. Under 
red light weights are judged heavier. 
sticks based physical touch stimula- 
tion much less correct red 
The threshold lower green and 
larged And what 
Goldstein reports color applies also 
degrees light intensity. the 
dynamics seeing, fraught with 
practical and useful values, remains vir- 
tually unattended the lighting pro 


Man complex organism, human 
and being. does not have the 
reaction machine, nor his senses 
respond unvaryingly with mathematical 
Sir Arthur Eddington® wrote, 
“We all know that there are regions 
the human spirit untrammeled the 
world Color and illumina- 
tion lie these regions, and the world 
will surely profit some day when they 
are approached sympathetic way. 
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NORTH CAROLINA ACTS 
REDUCE HIGHWAY 
ACCIDENTS 


vision-testing program. This 
program, which aimed reducing 
highway and traffic accidents, will 
watched with intense interest every 
other state the Union. fact, 
not unreasonable suppose that the 
program and its outcome will report- 
countries throughout the world. 
certain that the North Carolina ex- 
periment, which involves the periodical 
testing 400,000 drivers, will serve 
model for similar programs both here 
and abroad. North Carolina 
courage its convictions. proposes 
something about highway traffic 
conditions, 

There are three main objectives 
this 

reliable test for present 
er-licensing laws. 


mined standards for driver licensing 
place arbitrary ones now ef- 
fect. 

The collection data for use ed- 


ucating the public the importance 
visual performance highway 
safety. 

All through this program, the state 
North Carolina intends investigate 
ways and means determining the im- 
portance visual skills driving safe- 
and efficiency. the officials the 
state highway department, the ophthal- 
professions and members scien- 
tific institutions who have had the far- 
sightedness recognize that the opera- 
tion motor vehicles 
business, and particularly the small 
group officials who decided 
something about the problem, one must 
extend congratulations, 
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This the first coordinated large 
sion tests ever made this pressing 
public problem. 

For years optometrists, ophthalmolo- 
gists, and scientists have recognized the 
importance ‘adequate vision driv- 


ing. self-evident was this 


that one could found doubt it. 
was obviously impossible deny it, 
yet already researchers have spent thou- 
sands hours attempt obtain 
information which could used 
basis for creating adequate visual test- 
ing profiles for drivers. 
were inconclusive. Why? 
cause instruments with 
valid tests built into them had not been 
Standards for pass fail 
were usually based opinion. 

Now, however, with North Carolina’s 
forthright and courageous decision, this 
condition will change. will change 
radically. Conjecture and opinion will 
discarded their place will found 
mass data more than million 
drivers. And the basis these sta- 
tistics predict that safety engineers 
will learn the factors vision which 
which contribute safe driving. 

North Carolina has 100 licensing sta- 
tions. The Bausch and Lomb Ortho- 
rater the instrument used this proj- 
ect and the tests will given exam- 
iners trained the use the instru- 
ment, The result all this will 
enormous increase 
ness throughout the state, awareness 
the importance vision greater than 
any which has ever before been known. 
inconceivable that such program 
could without its effect. Thousands 
drivers will receive eye care; most 
them will benefit not only from the 
increased reliability with which they 
drive their cars but many other ways 
the efficiency with which they 
their jobs, their enjoyment leisure 


time, their health. Professional con- 
tact with new patients will enable oph- 
thalmologists and optometrists North 
Carolina make their services felt 
many homes where eye care has been 
unknown. 

But equally important will the im- 
pact the program the driving effi- 
ciency more than one million licen- 
sees North Carolina. That, and the 
influence the program other states 
and other countries specifically, 
course, highway safety—is its chief 
importance. 
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BOOK REVIEWS 


New Way HEARING 
HEARING RE-EDUCATION 

New York, Crow 
Publishers, Inc., 1950 


Dr. Browd here presents his system 
hearing re-education along with 
brief review the structure, the func 
tion and the common disorders the 
hearing mechanism. The book 
ranged three parts, including 
chapters and appendices. The intro 
duction by Professor Robert West and 
unique merit the author’s endeavors. 


Chapter defines hearing re-educa- 
tion and enters plea for wider applica- 
tion this form aural rehabilitation 
number cases are cited which 
hearing re-education was the key 
happiness and success. Chapters and 
deal with the structure and function 
the human ear and with damage 
the hearing machine. number 
lustrations color are presented 
effort clarify the process hearing. 
evaluating the extent and the effects 
damage the hearing mechanism. 
hapte introduces the second part 
the book with statement the pur 
pose and principles hearing re-educa 
tion, Chapters through present the 
hearing The program 
explained step by step, with specific in 
struction for each person involved and 
for each phase the work. brief out 
line material given for complete 
course practice sessions. chap 
ter the author suggests some special 
applications the hearing re-education 
program. explains methods mod- 
ifying the program fit the particular 
needs various types patients. 
the appendices, which comprise part 


of the book, are presented a speech 
sound interpretation test, hearing dis 
ability questionnaire, series demon- 
strations, example progress notes, 

schedule for hearing re-education 
program and lists speech sounds for 
foreign patients 

that this book creates 
and the purpose serves must judged 
from the point view particular 
pressed with the worthy objective and 
the abundance sound and 
practical technic the same 
time impressed with the author’s 
evangelistic fervor and measure 
thusiasm typical 
which frequently stimulates sense 
skepticism, Despite certain reservations 
regarding the interpretation 
results obtained through hearing re-edu 
cation, there doubt that the book 
deserves attention physicians, teach 
ers and other workers concerned with 
problems hearing well that 
persons with impaired 

LeRoy 


Bernard Samuels, Emeritus Clinical 
Professor Ophthalmology, Cornell 
versity Medical College; Consulting Oph 
thalmologist, New York Hospital; Acting 
Surgeon and Consulting Patholo 
vist, New York Eve and Ear and 
Adalbert Fuchs, M.D., E. O. Professor of 
Ophthalmology, University Vienna; Con 
sulting Ophthalmologist 
New York and Ear Infirmary. Cloth, 
$20.00. 408 pages, with 226 illustrations 
black and white and color plates. New 
York, Paul Hoeber, Medical Book 
Department Harper Brothers, 1952 
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volume. From the authors’ wide 


clini al pt rience and access to a vast 
have deseribed the 
trons of eve diseases and selected photo 
and drawings that display 
the histological characteristics vari 

stages pathologic changes that 
best the disease. The first chapter 
devoted general pathology, consid 
degeneration, injuries and changes due 
age 

The remainder the book devoted 
special pathology and comprised 
thirteen chapters. The seven 
chapters this part the book deal 
with diseases the cornea, the uvea, 
the sclera, the lens, the retina, the optic 
are followed chapters my- 
opia, tuberculosis, syphilis, 
operative pathologic findings. Chapters 
and deal with injuries and tumors, 
respectively, 

The color plates are reproductions 
drawings histologic slides which are 
those who have followed the 
writings Fuchs. the authors’ 
contention that drawings 
tain pathologie changes better than pho 
and one studies the 
pictures the this comment 


borne out 


The clinical description diseases 
pattern. Through the use loupe the 
carefully studied and the findings 
delineated proportion their impor- 
The correlation the clinical and 
details achieved with 
ease that could obtained only those 
who have studied carefully both the 
clinical and pathologic and have 
attained mastery the art presenta- 
tion. 

writing postoperative pathologic 
the authors point out the com- 
surgical technics are 
when mistakes judgment 
surgical procedure. One learns from his 
mistakes, true enough, but sees 
only his mistakes loses sight the 
relative infrequency surgical disas- 
ters. few pictures sections show- 
ing perfectly satisfactory results would 
should bear mind, however, read- 
ing this valuable treatise, that writ- 
ten from the point view the labora- 
tory, where predominance surgical 
mistakes are file. the logical sci- 
entific approach the study eve dis- 
eases. Every practicing ophthalmologist 
should keep his desk for ready ref- 
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AMERICAN ORTHOPTIC COUNCIL 
The annuel examination 


will conducted 


1952 


Council 
and October 

The written examination will non- 
assembled. will Thursday, Sep- 
tember certain assigned cities and 
will proctored designated ophthal- 
mologists. The oral and practical exam- 
inations will Saturday, October 11, 
Chicago, just preceding the meeting 
the American Academy Ophthal- 
mology and Otolaryngology. 

Applications for examination will 
received the office the Secretary 


the Council, Dr. 
Farnk Costenbader, 1605 22nd 
N.W., Washington C., and must 


accompanied the examination fee 
$30.00. Applications will not accepted 
after July 1952. 


ASSOCTATION FOR RESEARCH 
OPHTHALMOLOGY 

Fourth Annual Meeting the 
Section the Association 
Ophthalmology will 
held the Indiana University Medical 
Center, Indianapolis, Ind., April 15, 
1952 beginning 9:00 a.m. The Mid- 
western Section encompasses 
Minnesota, Wisconsin, Indiana, 
lowa, Nebraska, Kansas and Missouri. 


The 
Midwestern 
for Research 


DELTA GAMMA FRATERNITY 
PROJECTS: SIGHT CONSERVATION 
AND AID THE BLIND 


The Delta Gamma Fraternity has 
$1,500 annual scholarship fund, and 
interest-free, loan fund from 


which scholarship awards are available 
those intending become (1) orthoptic 
technicians, (2) teachers partially see- 
ing children, (3) specialists for blind 
preschool children. Anyone wishing 
specialize one these fields may 
eligible for assistance, the amount each 
case determined the particular 
need and costs involved. For further in- 
formation regarding orthoptic training, 
write Mrs. Arthur Brookman, 420 
Bradway Blvd., Birmingham, Mich.; for 


orthoptic 
technicians the Orthoptic 
September 


information regarding the other classifi- 
cations, write Mrs. Draheim, 
Coral Gables, Route Birming- 
ham, Mich. 

Applications for scholarships should 
filed four months prior the start 
the desired course. Applicants with basic 
preparation teaching, nursing, 
work, nursery education, related fields 
are eligible apply. The scholarships are 
intended only for courses directly relating 
the field sight conservation and aid 
the blind. Candidates are selected with 
the advice committee 
which has chairman, Dr. LeGrand 
Hardy the American Council, 


social 


NATIONAL INSTITUTE NEURO- 
LOGICAL DISEASES AND BLINDNESS 

The National Institute Neurological 
Diseases and Blindness, under Dr. Pearce 
Director, now has funds available 
for the support research grants-in-aid, 
research fellowships, and traineeships 
rehabilitation. 

Research grants-in-aid are awarded 
nonfederal institutions for the support 
research projects submitted qualified 
investigators their particular fields 
interest. Research fellowships will 
awarded promising students and schol- 
ars for their support their predoctoral 
and postdoctoral research training. 
addition, the Institute has limited funds 
for training various professional 
personnel methods rehabilitation, 
order that they can later assume teach- 
ing function and become the nuclei 
rehabilitation groups the 
country. 

Requests for further information and 
for grants and fellowship applications 


Stone, Chief Extramural Programs, 
National Institute Neurological Dis- 
eases and Blindness, Bethesda 14, Md. 


PAN-AMERICAN ASSOCIATION 
OPHTHALMOLOGY 
The meeting the Congress the 
Pan-American Association Ophthal- 
mology was held the Del Prado Hotel, 
Mexico City, F., January 6-12, 
1952. large number members and 
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guests from all countries the Western 
Hemisphere attended. The program was 
divided into official papers, symposia and 
free papers. large proportion the 
papers were given the members from 
the United States. Spanish and English 
were the official languages. The meetings, 
were, general, well attended. was 
evident that more members had become 
bilingual since the last Congress. 
hoped that this trend will continue and 
that there will better understanding 
and scientific intercourse between the 
countries the Pan-American Union. 
The distinguished guests from abroad in- 
cluded Sir William Stewart Duke-Elder, 
Count Arruga, Dr. Hartmann, and 
many others. 

revision the statutes and by-laws 
the Association was voted. was 
recommended that the ‘‘Amigo” group 
discontinued. was suggested that manu- 
facturers pharmaceutical and optical 
approached provide fellow- 
ships and exchange professors the 
Americas. 
cana was named the official organ 
the Association. was also suggested 
that revolving loan fund developed 
for graduate students. Sir Stewart Duke- 
Elder, Count Arruga, Dr. Edward Hart- 
mann and Dr. Manuel Marquez Rodrignez 
were elected honorary members the 
Association. The new officers elected 
were Dr. Conrad Berens and Dr. Antonio 
Torres-Estrada, Honorary Presidents; Dr. 
Alvaro, President; Dr. Thomas 
Allen, for North America; Dr. 
Jorge Balza, Secretary for South Ameri- 
separate secretary chosen for 
Central America. Dr. William Bene- 
and Dr. Derrick Vail were elected 
Vice-Presidents for the United States. 

The decision the date and place 
the interim meeting was delayed. 
may occur October 1953 Washing- 
ton Puerto Rico after the meeting 
the American Academy Ophthal- 
mology and Otolaryngology. was de- 
cided that was best not have near 
the date the International 
September 1954. The Fifth Congress 
the Association will held Santiago, 
Chile, February 1956. 


PAN-AMERICAN CONGRESS 
AND 
BRONCHO-OERSOPHAGOLOGY 
The three official subjects considered 
the recent meeting the III Pan- 


American Congress Oto-Rhino-Laryn- 
gology and Broncho-Oesophagology held 
Havana, Cuba, January 20-24, 1952, 
were Surgery and Irradia- 
tion the Treatment Laryngeal Can- 
“Evaluation Antibiotics, Desen- 
sitization and Surgery the Treatment 
the 

For his outstanding professional merits 
and his valuable contribution the prog- 
ress Pan-American laryngology, Dr. 
Chevalier Jackson was named Guest 
Honor this Congress the Cuban So- 
ciety Oto-laryngology. 

GEORGIA 

The Georgia Society Ophthalmology 
and Otolaryngology will hold its annual 
meeting Friday and Saturday, March 
and the General Oglethorpe Hotel 
Wilmington Island, Savannah. Guest 
speakers will include Dr. Murray Mc- 
Caslin, Pittsburgh, Anesthe- 
sia Dr. Conrad Geme- 
roy, Detroit, Diseases the 
Eye: The Management Metallic Intra- 
ocular Foreign Bodies’’; Dr. Joseph 
Haas, Chicago, Differential Diagno- 
sis the Primary Glaucomas: The Pro- 
vocative Tests Dr. Henry 
Orton, Newark, Surgery 
the Dr. Albert Seltzer, Phila- 
delphia, Surgery the 
and Dr. John Lindsay, Chicago, 
tigo: Differential Diagnosis and Treat- 

Registration fee $20.00. 

ILLINOIS 

The next meeting the Central 
nois Society Ophthalmology and Oto- 
laryngology will held the Abraham 
Lincoln Hotel Springfield, March 
28-30. The guest speakers will Dr. 
James Costen St. Louis and Dr. 
Trygve Gundersen Boston. 


The regular monthly meeting the 
Chicago Laryngological and Otological 
Society was held February Included 
the program were Operation for 
Closure Oroantral Fistula 
Dr. Linden Wallner; Basement 
Membranes the Nasal Mucosa: Study 
Normal and Allergic Dr. 
Ben Rappaport, Dr. Max Samter, Dr. 
Hubert Catchpole, Dr. Filmore Schiller 
and Dr. Catherine Bader; Man- 
agement Intraoral Dr. 
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Maurice Snitman; Peptic 
Dr. Stanton Friedberg 
and Dr. Frederick Clayton. 
INDIANA 
Post Graduate Course Anatomy, 
Pathology and Clinical Otolaryngology 
will given April 6-19, 1952, the 
Indiana University Medical Center 
Indianapolis. Information relative the 
course may obtained writing the 
Medical Center, 1040 West Michigan 
Street, Indianapolis Ind. 


MINNESOTA 
all-day session the Minnesota 
Academy Ophthalmology and Oto- 
laryngology will held March 
the Hotel Nicollet, Minneapolis. This 
meeting was originally scheduled for 
March 28. 


The Biennial Continuation 
Course Otolaryngology the Medical 
School the University Minnesota 
will held June 23-27, 1952. This course 
designed bring the practicing 
otolaryngologist the newer concepts and 
developments the specialty. The course 
will under the direction Law- 
rence Boies and associates the Uni- 
versity Medical School. Dr. Fred Figi. 
Dr. Henry Williams and others the 
Graduate School Faculty will participate 
the instruction. Guest lecturers will 
include Dr. Louis Clerf, Philadelphia; Dr. 
Leland Hunnicutt, Pasadena; Dr. William 
Montreal; and Dr. Wallace 
Morrison, New York. 

The fee for this course $50.00. The 
enrollment limited. Application should 
made early date the Director, 
Center for Continuation Study, University 
Minnesota, Minneapolis 14, Minn. 


OREGON 

The Oregon Academy Ophthalmology 
and Otolaryngology announces the An- 
nual Spring Convention Ophthalmology 
and Otolaryngology held Port- 
land, March 24-28, 1952. excellent 
program has been arranged the Oregon 
Academy and the University Oregon 
Medical School. Otolaryngology sessions 
are scheduled March 24, 25, and the 
morning March 26. Ophthalmology 
sessions will held the afternoon 
March 26, and March and 28. 

Guest speakers will Dr. Philip 
Meltzer, Professor Otolaryngology 


Tufts College Medical School, Boston; Dr. 
Lederer, Professor Oto- 
laryngology the University Illinois 
College Medicine, Chicago; Dr. Fred- 
erick Cordes, Professor Ophthalmol- 
ogy the University California 
Medicine, San Francisco; and Dr. Wil- 
Hughes, Professor Ophthalmology 
the University Illinois College 
Medicine, Chicago. 

Dr. Cordes will present the third John 
Weeks Memorial Lecture Ophthal- 
mology. His subject will Visual 
Prognosis 

PENNSYLVANIA 

The Fourth Annual Clinical Conference 
the Staff and Ex-Residents Wills 
Eye Hospital will held the Hospital 
Friday and Saturday, March 


1952. 


TEXAS 

The Dallas Southern Clinical Society 
has announced its Twenty-First Annual 
Spring Clinical Conference held 
March 17-20, 1952 the Hotel Adolphus 
and the Baker Hotel Dallas. 

Guest speakers representing the spec- 
ialty ophthalmology will Dr. James 
Allen, Professor Ophthalmology, 
Tulane University Louisiana, School 
Medicine, New Orleans and Dr. 
Ruedemann, Director the Kresge Eye 
Institute and Professor Wayne College 
Medicine, Detroit, Michigan. 

Lectures otolaryngology will given 
Dr, George Shambaugh, Jr., head 
the Department Otolaryngology 
Northwestern University School Medi- 
cine, Chicago and Dr. Theodore Walsh, 
head the Department Otolaryngology 
Washington University Medical School, 
St. Louis. 


VIRGINIA 

The Gill Memorial Eye, Ear and Throat 
Hospital will present its Twenty-Fifth 
Annual Spring Congress Ophthalmol- 
ogy, Otolaryngology and allied specialties 
April 7-12, 1952, Roanoke, Va. 

Guest lecturers will Dr. Keith 
Lyle, London, England; Dr. Ken- 
dall, formerly the Mayo Clinic, now 
Princeton University; Surgeon Gen- 
eral Lamont Pugh, USN, Washington, 
C.; Dr. Edwin Dunphy, Massachu- 
setts Eye and Ear Infirmary and Har- 
vard Medical School, Boston; Dr. John 
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Dunnington, Director the Institute 
Ophthalmology the Presbyterian Hos 
pital, New York; Dr. Bayard Horton, 
Mayo Clinic, Rochester, Dr. Fran- 
cis Adler, University Pennsylvania 
School Medicine, Philadelphia; 
Henry Goodyear, College Medicine 
University Cincinnati, Cincinnati; 
Chevalier Temple Univer- 
sity School Medicine, Philadelphia; 
Howard House, University Southern 
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California, Los Angeles, and Dr. Fred- 
erick Figi, Mayo Clinic, Rochester. 
Minn. 


AUSTRALIA 
The Twelfth Meeting the 
Ophthalmological Society Australia 
will held Melbourne August 1953 
conjunction with the Eighth Session 
the Australasian Medical Congress. 


POSITIONS AVAILABLE 


The Residency Ophthalmology 
the Veterans’ Hospital, Fort Howard, 
Maryland, will become available July 
1952. for three-year period with 
salary $3,000 per 

addition his duties the Veter- 
ans’ Hospital, the Resident will have the 
privilege attending Ward Rounds, 
and Instructional Classes the 
Wilmer Institute, Johns Hopkins Hos- 

For further information, write 
liott Randolph, M.D., East Chase 
Md. 


- . 


Otolaryngologist: Beginning July 
1952, position for Senior Resident New 
Haven Hospital, teaching service for Yale 
University School Medicine. For de- 
tails write Dr. John Kirchner, Yale 
School Medicine, 789 Howard 
New Haven, Conn. 


Ophthalmologist: Opening for as- 
sistant resident ophthalmologist availa- 
ble Hospital, beginning 
March 1952. For further information 


Listings positions available should sent 
W. L. Benedict, M.D., 100 First Avenue Building, 
Rochester, Minn., the fifth the month preceding 
publication. They should include (1) type of physi- 
cian wanted (ophthalmologist or otolaryngologist; 
diplomate, resident, (2) type position 
filled; and (3) whom write for further informa- 
tion. Unless otherwise requested, listings will be 
published once only. 

The Academy will handle no further correspon- 
dence beyond the listing and assume responsibility. 
Neither does endorse guarantee any the pub 
lished listings. 


a 


write Superintendent, McPherson Hos- 
pital, Durham, 


Position available: Opening for resi- 
dent otolaryngology, beginning July 
1952. Training includes bronchoscopy, 
esophagoscopy and plastic surgery the 
field otolaryngology. For application 
address Dr. Lewis Dill, Surgeon 
Charge, Division Otolaryngology, Henry 
Ford Hospital, Detroit Mich. 

Approved Residency otolaryngology 
for years large general hospital. 
staff, endoscopy, rhinoplasty, 
head and neck surgery, basic sciences. 
Vacancies July 1952. $2400 yearly 
start. For details write David 
M.D., 140 East St., New York 32, 


Residencies ophthalmology for 
months are immediately available 
Detroit Receiving Hospital for phy- 
sicians who have completed course 
Basic Ophthalmology. This large mun- 
icipal hospital for emergency cases and 
indigent patients needs additional resi- 
dents staff addition and 
offers splendid opportunity for clinical 
and surgical training under supervision 
certificated ophthalmologists experi- 
ence. Graduate training 
optics, biochemistry, ocular pathology 
and motility, and the research facilities 
the Kresge Eye Institute are available. 

Tax-free grants are offered until resi- 
dents are eligible for city payroll. Write 
wire Ruedemann, M.D., Kresge 
Eye Institute, 690 Mullett Street, Detroit 
26, Mich. 
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DIRECTORY OPHTHALMOLOGIC AND OTOLARYNGOLOGIC 
SOCIETIES 


INTERNATIONAL 
INTERNATIONAL ASSOCIATION FOR PREVENTION OF BLINDNESS 
President: Dr. P. Bailliart, 47 Rue de Bellechasse, Paris, France 
Secretary-General: Prof. A. Franceschetti, rue A—Jentzer 22, Geneva, Switzerland 
INTERNATIONAL CoUNCIL OF OPHTHALMOLOGY 
President: Prof. Nordenson 
Secretary: Dr. Holger Ehlers, Rigshospital, Copenhagen, Denmark 


INTERNATIONAL ORGANIZATION AGAINST TRACHOMA 
President: Dr. MacCallan 
Secretary: Dr. F. Wibaut, P. C. Hoofstraat 145, Amsterdam, Holland 

Pan-AMERICAN ASSOCIATION OF OPHTHALMOLOGY 
President: Dr. M. E. Alvaro 
Secretary: Dr. Thomas D. Allen, 122 South Michigan Avenue, Chicago 2, IIl. 
Time and Place: February 1956. Santiago, Chile 

Pan-AMERICAN ASSOCIATION OF OPHTHALMOLOGY, PugRTO Rico CHAPTER 
President: Dr. Luis Fernandez, Box 2206, San Juan 10, Puerto Rico 
Secretary: Dr. Fernandez 
Place: San Juan 
Pan-AMERICAN AssociaTION oF AND Broncuo-EsorpHaGoLocy 

President: Dr. Jose C. Gros 
Secretary: Dr. Pedro Hernandez Gonzalo, Calle 8, 358, Havana, Cuba 


FOREIGN 


Aui-Inpia OPHTHALMOLOGICA! SociETY 
President: Dr. Zachariah 
Secretaries: Dr. Cooper and Dr. Chitnis, Laud Mansion, Queen’s Road, Bombay India 
President: Dr. Leoncio de Souza ueiroz 
First Secretary: Dr. Milton Toledo 
Second Secretary: Dr. Aloisio Af. Ferreira 
AUSTRIAN OTOLARYNGOLOGICAL Society, VIENNA 
President: Prof. Dr. Schlander 
Secretary: Doz. Dr. O. Novotny, Vienna IX, Alserstrasse 4, Austria 
Time and Place: Annually 
OpntTHaLMoLocic Society 
President: Dr. Weekers 
Secretary-General:Dr. M. Appelmans, Avenue Ruelens 179, Louvain 
Time and Place: January, June and November. Bruxelles 
3oMBAY OPHTHALMOLOGISTS’ ASSOCIATION 
Chairman: Rotated 
Conveners: Dr. S. N. Cooper and Dr. B. D. Telang, Laud Mansion 21, Queen’s Road, Bombay 4 
Time Place: 7:30 p.m., third Wednesday each month. The seven ophthalmic hospitals 
rotation 


President: Mr. Negus 
Honorary Secretary: Mr. F. C. W. Capps, 45 Lincoln’s Inn Fields, London W. C. 2, England 


British Mepicat Association, SEcTION ON OPHTHALMOLOGY 
President: Mr. Morgan 
Secretary: Mr. A. G. Cross, 27 Harley Street, London W. 1, England 


_ Centro pe Estupos pe Sao 
President: Dr. Rubens Belfort Mattos ; 
Secretary: Dr. Jose Carlos Gouvea Pacheco, Marconi 34, Sao Paulo 


Cuenctu Socrety 


British ASSOCIATION OF OTOLARYNGOLOGISTS 


President: Dr. Eugene Chan 
Secretary: Dr. D. S. Shen, Eye, Ear, Nose and Throat Hospital, Chengtu, Szechuan, China 
Place: Eye, Ear, Nose and Throat Hospital, Chengtu, Szechuan, China 


Cuinese OPHTHALMOLOGY Society 
President: Dr. Chou 
Secretary: Dr. F. S. Tsang, 221 Foochow Road, Shanghai 


CHINESE OPHTHALMOLOGICAL Society oF PEKING 
President: Dr. G. C. Lin 
Secretary: Dr. Chen, Ophthalmological Dept., Peking University Medical School, Peking 
Time: Bimonthly 


Deutscne OPHTHALMOLOGISCHE GESELLSCHAFT HeIpELperc 
President: Prof. Dr. med. K. Wessely 
Secretary: Prof. Dr. med. E. Engelking, Heidelberg, Universitaéts-Augenklinik 


Facutty oF OPHTHALMOLOGISTS 
Secretary: Mr. J. H. Doggart, F.R.C.S., 45 Lincoln’s Inn Fields, London, W.C. 2, England 
FRENCH SocretTy OF OPHTHALMOLOGY 
Secretary: Dr. Edward Hartmann, 2 Ave Ingres, Paris 16, France 
GerMan OPHTHALMOLOGICAL Society 


President: Prof. 
Secretary: Prof. E. Engelking, Heidelberg 


Secretaries of societies are requested to furnish the information necessary to make this list complete and 
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Huncartan Mepicat Trape Union, Section of MOLOGY 

President: Prof. I. Csapody 
Secretary: Dr. E. Galla, Krisztina Kérut 139, Budapest, Hungary 
Time and Place: Bimonthly. Second Eye Clinic, Budapest 

OrnTHaLMoLocicaL Society 
Assistant Secretary: Dr. Stephen Grosz, University Eye Hospital, No. Illesucca 15, Budapest 

Soctery 
President: Dr. Aryeh Feigenbaum : 
Secretary: Dr. E. Sinai, 9 Bialik Street, Tel Aviv 

Miptanp Society 


President: Dr. Anderson 

Secretaries: Dr. Jameson Evans, Calthorpe Road, Edgbaston, Birmingham 15, England 
Dr. Weeden Butler, Highfield Road, Edgbaston, Birmingham 15, England 

Place: Birmingham and Midland Eye Hospital, Church Street, Birmingham 3, England 


President: Prof. Mulock Houwer 
Secretary: Dr. T. A. Vos, Laan v. Meerdervoort 394, the Hague 


President: Mr. A. McKie Reid 
Secretary: Mr. W. M. Muirhead, 70 Upper Hanover Street, Sheffield 3, England 
Time and Place: October May. Manchester, Leeds, Newcastle-on-Tyne, Liverpool, Sheffield and Bradford 


Tue Nova Scotta Society of OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. C. K. Fuller 
Secretary-Treasurer: Dr. E. I. Glenister, 513 Barrington Street, Halifax, Nova Scotia 
Time: Four times yearly dates arranged the Executive 

OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL Society OF ALBERTA 


President: Dr. A. E. Shore : 
Secretary: Dr. M. R. Marshall, Wells Pavilion, University Hospital, Edmonton, Alberta, Canada 


Time and Place: Annual meeting, spring of 1952, Edmonton a 


OPHTHALMOLOGICAL Society OF AUSTRALIA 


President: Dr. G. A. Brew 
Secretary: Dr. Arnold L. Lance, 135 Macquarie Street, Sydney, New South Wales 4 


Time and Place: August 1953, in Melbourne 


OPHTMHALMOLOGICAL Society oF CoPENHAGEN 


President: Prof. Dr. Holger Ehlers 
nao Dr. Carl Johan Moellenbach, Rigshospitalets oejenafdeling, Copenhagen O, Denmark 
igs 


Place: hospitalets ocjenafdeling 
President: Dr. Ibrahim Ahmad Mohammad 


Secretary: Dr. Mahmoud Lutfi, Ophthalmic Hospital, Giza 
Time and Place: Annual meeting during March. Summer meeting during August. Dar El Hekmah, 


42 Kasr El Ainy Street, Cairo, Egypt 
Society or Hospitat pg Nuestra SENnoRA DE La Luz 
Chairman: Dr. Manuel Icaza Dublan 
Secretary: Dr. Jorge Meyran, Ezequiel Montes 135, México, 
Time and Place: Second Friday of each month. Hospital de Neustra Senora de la Luz 
Society or New ZEALAND 


President: Dr. L. S. Talbot 
Secretary: Dr. W. J. Hope-Robertson, Kelvin Chambers, 16 The Terrace, Wellington 
Time and Place: Annually. Auckland, Wellington, Christchurch and Dunedin alternately 


Society oF SoutH AFRICA 


President: Dr. L. Staz 
Secretary-Treasurer: Dr. Guillaume Louw, 901 Dumbarton House, Adderley Street, Cape Town 


Time Annually 


Society oF tHe Uniten Kincpom 


President: Mr. M. H. Whiting 
Honorary Secretaries: Mr. Goldsmith and Mr. Harold Ridley, Lincoln’s Inn Fields, London 


Time: April 17-19, 1952 
OPuTHALMOLOGISCHE GESELLSCHAFT IN WIEN 

President: K. Lindner 
Secretary: Ch. Eyb, Wien, IX, Alserstrasse 4 f 
Oxrorp OPHTHALMOLOGICAL CONGRESS 
Master: Dr. Anderson 
Hon. Secretary and Treasurer: Ian C. Fraser, F.R.C.S., Red Roofs, Kingsland, Shrewsbury ey 


President: Dr. Geminiano Ocampo 
Secretary-Treasurer: Dr. Carlos Yambao, Philippine General Hospital, Manila 


President: Prof. Dr. W. Kapuscinski 
Secretary: Dr. S. Topolski, Piusa 38, Warsaw, Poland 
Time and Place: Every two Ophthalmic Clinic, Oczki Warsaw 


Royat or Mepicine, Section or 
President: Montague Hine, F.R.C.S 
Secretaries: Arthur Lister, F.R.C.S., 56 Wimpole Street, London, W.1., England 
H. E. Hobbs, F.R.C.S., 129 Harley Street, London, W.1., England 
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Sao Pavuto Society oF OPpuTHALMOLOGY 


President: Dr. Durval Prado 
Secretary: Dr. Rubens Belfort Mattos, Rua b. Stapetininga, 29 F-3° andar, Sao Paulo, Brazil 


ScotrisHh OrpHTHALMOLOGICAL CLUB 
President: Dr. E. H. Cameron 

Secretary: Dr. John Marshall, 1! Clairmont Gardens, Glasgow, C.3, Scotland 

Time and Place: Last Saturilay of March and October, Edinburgh and Glasgow, in rotation 


Socrtepap ARGENTINA DE OFTALMOLOGIA 


President: Dr. jorss Malbran 
Secretary: Dr. Jose Maria Roveda, Lezica 4472, Buenos Aires 
Time and Place: Third Wednesday of every month. Buenos Aires 


Soctepap CurlLeNa DE OFTALMOLOLIA 


President: Dr. Italo Martini 
Secretary: Dr. Adrian Araya Costa, Renaca, no. 34, Santiago, Chile 


Socievav Colomntana pe ¥ bE OTORRINOLARINGOLOGIA 
President: Dr. Jorge Suarez-Hoyos, Carrera 5a, no. 13-39, Bogota, Colombia 
Secretary: Dr. Francisco Arango 

Time and Place: Secon! Tuesday of each month. Club Medico 


Socrepap CusaANa DE OFTALMOLOGIA 
President: Dr. Oscar F. Horstman: 
Secretary: Dr. Heriberto Buch Granados, Calle B No. 668 ent. 27 y 29, Vedado, Habana, Cuba 
Time and Place: First Thursday bi-monthly. Malecon No 61 Bajos, Havana, Cuba 


Sociepap MEXICANA DE OFTALMOLOCIA 
President: Dr. Teodulo M. Aguniis 
Secretary: Dr. Jose Luis Arce, Viena 3-5, Mexico F., Mexico 
Time and Place: 8:30 p.m., first Tuesday of each month, Gral. PRIM 47 


President: Dr. Ricardo Lacayo 
Secretary: Dr. Gilberto Cuadra, Clinica Especializada, Managua, N., Nicaragua, 


Soctevan ve vr 


Chairman: Dante J. Yadarola 
Secretary: Dr. Alberto Urrets Zavalia (hijo), 27 de Abril 255, Cordoba, Argentina 


Socrepap pe OFTALMOLOGIA DE GUADALAJARA 
President: Dr. Elias Mendoza Gonzalez 
Secretary: Dr. Jose Martin del Campo, Av. Juarez 211, Desp. 314, Guadalajara, Jal. 
Place: Edificio Lutencia Despacho 101 


Soctepap OFTALMOLOGICA H1ISPANO AMERICANA 
President: Dr. Soria 


Secretary: Dr. Costi, 3. Calle Montalban, Madrid 


Soctroan pe OrtaLMoLocia pet Litorat 
President: Dr Juan Manuel Vila Ortiz, Cordoba 1915, Rosario, Argentina 
Secretary: Dr. Carlos M. Soto 
Time and Place: Last Sunday in every month. Rosario 


OFTALMOLOGICA DE VALPARAISO 
President: Prof. Dr. Jean H. Thierry : 
Secretary-Treasurer: Dr. Jorge Oyarzun O, Hospital de Ojos, Calle Blas, Cuevas, Valparaiso 


SOCIEI UANA DE OTO-RINO-LARING Y OFTALMOLOGIA 
President: Dr. Enrique Cipriani V., Pasaje Olaya 156, Lima, Peru 
Secretario General: Dr. Enrique Haro 
Secretario de Actas: Dr. Alberto Castillo R. 


Soctepape BRASILEIRA DE OFTALMOLOGIA 


President: Dr. Paulo Pimental 

First Secretary: Dr. Pedro Moacyr de Aguiar, Ladeira Santa Thereza 136, Apt. 101, Rio de Janeiro 
Second Secretary: Dr. Luiz Eurico Ferreira 

Time: Third Friday of every month from April to December 


Soctrpape ve OFTALMOLOGIA DEL Norte 
President: Dr. Jorge Luis Castillo 
Secretary: Dr. Felix Rerman, San Lorenzo 345, Tucuman, Argentina 
Place: Mendoza 421, Tucuman 
Sociepape pe pe Minas Gerais 
President: Dr. Amelio Bonfioli 
Secretary: Dr. Mariana Noronha, Pauso Alegre 1150, Belo Horizonte, Est. Minas Geraes 


Socrepane pe Ortarmorocis pe Banta 
President: Dr. Theonilo Amorim, Rarra Avenida, Bahia, Prazil 
Secretary: Dr. Adroaldo de Alencar 
Socrepave DE OFTALMOLOGIA OTO-RINO-LARINGOLOGIA DO R10 Granve po 
President: Dr. Mario Araujo Azambuja 
First Secretary: Dr. Humberto L.ubisco, Rua Donna Laura 45, Porto Alegre, Est., Rio Grande do Sul 
Second Secretary: Dr. Ivo Kuhl 


Socrepape pe Sao Pavuto 

President: Dr. Paulo Braga Magalhaes 
General Secretary: Dr. Paulo Aranha de Azevedo, Xavier de Toledo 71,1° and., Sao Paulo 
First Secretary: Dr. Alfredo Rocco 

Soctevave ve po Rio pe Janiero 
President Dr. Alovsio Novis 
Secretaries: Dr. Rubens Cabral. Rua Vaissandu 73, Rio de Janeiro, Brazil 
Dr. Mairelles Vieira 
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Societa Ortatmotocica Italiana 


President: Prof. 
Prof. Leonardi, Piazza degli Eroi, Roma, Italy 
Place: oma Piazza degli Eroi 11 

Societe Betce 
President: Dr. L. Weekers : 
Secretary-General: Dr. M. Appelmans, 179 avenue Reulens, Louvain, Belgium 
Time: Last Sunday of February, June and November 

Administrateur: G. Raimond, 17¢et19, Rue de Buci, Paris (Vle) France 


Society or Swepish OPHTHALMOLOGISTS 
President: Prof. S. Larsson 
Secretary: Dr. K. O. Granstrom, Sodermalmstorg 4, Stockholm, Sweden 
Soutuern Society, ENcLanp 


President: Campbell Shaw, M. R. C. S. 3 
Hon. Secretary and Treasurer: Nigel Cridland, D.M., D.O., 25 Craneswater Park, Southsea, England 
Time and Place: Sept. 29, 1951, Salisbury General Hospital, Salisbury; Oct. 27, 1951, Portsmouth and 


Southern Counties Eye and Ear Hospital, Southsea 


NATIONAL 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. James Milton Robb 
Executive Secretary-Treasurer: William Benedict, 100 First Avenue Building, Rochester, Minn. 
Time and Place: October 12-17, 1952, Chicago 3 


President: Dr. M. E. Alvaro 
Secretary-Treasurer: Dr. Daniel S. DeStio, Highland Building, Pittsburgh 6, Pa. 2 


AMERICAN LaRYNGOLOGICAL ASSOCIATION 


President: Dr. Gordon B. New 
Secretary: Dr. Louis H. Clerf, 1530 Locust, Philadelphia 2, Pa. 
AMERICAN LarYNGOLOGICAL, OtoLocicat Society, Inc. 
President: Dr. C. Stewart Nash : 
Secretary: Dr. C. Stewart Nash, 708 Medical Arts Building, Rochester 7, N. Y. aaa 
EASTERN SECTION 
Vice-President Dr. Francis W. Davison 
Secretary: Dr. Francis W. Davison, Geisinger Memorial Hospital, Danville, Pa. 
MIDDLE SECTION 
Vice-President: Dr. Ralph J. McQuiston ee 
Secretary: Dr. Walter Theobald, 307 North Michigan Avenue, Chicago 
SOUTHERN SECTION: 
Vice-President Dr. Lester A. Brown 
Secretary: Dr. James W. McLaurin, Raymond Building, Baton Rouge 6, La. 
WESTERN SECTION: 
Vice-President Dr. Howard P. House ; 
Secretary: Dr. Harold Boyd, 1136 West Sixth Street, Los Angeles, Calif. FE 
American Mepicat Association, Scientific SECTION ON OPHTHALMOLOGY 
Chairman: Dr. A. Ray Irvine 
Secretary: Dr. Trygve Gundersen, 101 Bay State Road, Boston, Mass. 
American Mepicat Association, Section on LaryNcoLocy, Ototocy anp RHINOLOGY 


Chairman: Dr. James M,. Robb 
Secretary: Dr. Sam H. Sanders, 1089 Madison Avenue, Memphis 3, Tenn. Po 


AMERICAN OPHTHALMOLOGICAL SocIETY 


President: Dr. Lawrence T. Post 
Secretary-Treasurer: Dr. Maynard Wheeler, 59th Street, New York 19, 


American OroLocicat Society 


President: Dr. Kenneth Day 
Secretary: Dr. John R. Lindsay, 950 East 59th Street, Chicago 37, Ill. 


AMERICAN SociETY FOR THE ADVANCEMENT OF 
Prastic aNv RECONSTRUCTIVE SURGERY 
President: Dr. Norman N. Smith 
Secretary: Dr. Joseph G. Gilbert, 1404 President Street, Brooklyn 13, N. Y. 


American Society OF OPHTHALMOLOGIC AND OTOLARYNGOLOGIC ALLERGY 
President: Dr. William H. Evans 
Secretary-Treasurer: Dr. Joseph W. Hampsey, 806 May Building, Pittsburgh 22, Pa. 
Time and Place Annual meeting, October 17, 1952, Chicago 


Association For Resgarcu Inc. 
Chairman: Dr. Walter H. Fink ; 
Secretary-Treasurer: Dr. James Allen, 1430 Tulane Avenue, New Orleans, La. 
Canaptian Mepicat Association, Section ON OPHTHALMOLOGY 
President: Dr. R. & C. Kelly 
Secretary: Dr. J. Clement McCulloch, 380 Medical Arts Building, Toronto, Ontaric 
CANADIAN OPHTHALMOLOGICAL SocIETY 
President: Dr. R. F. Nicholls 
Secretary: Dr. J. F. A. Johnston, 174 St. George Street, Toronto, Ontario 
CaNabiaN OTOLARYNGOLOGICAL Society 


President: Dr. Jules Brahy 
Secretary: Dr. W. Ross Wright, 361 Regent Street, Fredericton, New Brunswick 


4 
4 
| 
me 
gis 
| 
ag 


DIRECTORY SOCIETIES 


NatronaL Socigty ror THE PREVENTION oF BLINnpNess, Inc. 
President: Mr. Mason H. Bigelow 
Secretary: Dr. Franklin Foote, 1790 Broadway, New York 19, 


REGIONAL 


Ark-La-TEX Society 
President: Dr. Bryant P. Smith 
Secretary: Dr. Frank L. Bryant, 2622 Greenwood, Shreveport, La. 
Time and Place: First Monday of month, September through June. Shreveport Club 


Hawatt Eve, Ear, Nosz Turoat Society 
Chairman: Dr. John Frazer 
Secretary: Dr. C. W. Trexler, Young Hotel Building, Honolulu, T. H. eh ee 
Time and Place: Each Thursday (dinner meetings) 6:30 p.m., Pacific Club, Honolulu ; Races, \s 


President: Dr. Harry O. Frazier 
Secretary: Dr. Robert L. Rees, 115 East South Te mple Street, Salt Lake City, Utah 
Time and Place: Third Monday each month, September through May. University Club, 136 East 
South Temple, Salt Lake City 


Lovuistana-MississipP! OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL Socigty 
President: William Clark 
Secretary: Dr. Edley Jones, 1301 Washington Street, Vicksburg, Miss. 
Time and Place: April 26, 1952. Washington-Youree Hotel, Shreveport 
NASSAU OPHTHALMOLOGICAL SocreTy 
President Dr. A. Milton Goldman 
Secretary: Dr. Ward L. Mould, 131 Fulton Avenue, Hempstead, N. Y 
Time and Place: Fourth Monday in February, April, September and November at 7:30 p.m. at Meadow- 
brook Hospital, Hempstead, N. Y 
New Encianp OPHTHALMOLOGICAL Society 
President: Dr. Benjamin Sachs 
Secretary: Dr. Garrett L. Sullivan, 101 Bay State Road, Boston 15, Mass. 
Time and Place: Third Wednesday each month, November through April. Massachusetts Eye and 
Ear Infirmary 
New Encianp Society 
President: Dr. Walter Hoover 
Secretary-Treasurer: Dr. Burton Lovesey, Bay State Road, Boston 15, Mass. 
Time and Place: Quarterly. Massachusetts Eye and Ear Infirmary, 243 Charles Street, Boston 


Paciric Coast Society 


President: Dr. Lewis Morrison 
Secretary-Treasurer: Dr. Howard P. House, 1136 West Sixth Street, Los Angeles 14, Calif. tq 


Time and Place: 1952. Salt Lake City, Utah 


Sacinaw ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. William B. Hubbard 4 
Secretary: Dr. Frank A. Ware, 514 Genesee Bank Bldg., Flint, Mich. 
Time and Place: Second Tuesday evening of each month, except summer months. Bancroft Hotel, Saginaw 


Sroux Eve ann Ear Acapemy 
President: Dr. James Reeder, Jr. 
Secretary-Treasurer: Dr. W. P. Davey, 627-632 Frances Building, Sioux City, Iowa 
Soutwern Mentcat Association, SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 

Chairman: Dr. Edley Jones 

Secretary: Dr. F. A. Holden, Medical Arts Building, Baltimore, Maryland 

Time and Place: November 10-13, 1952, Miami, Florida | 


TipewaterR OPUTHALMOLOCICAL AND OTOLARYNGOLOGICAL 
President: Dr. C. ¢ Cooley 
Secretary: Dr. J. G. Sellers, 413 Medical Arts Building, Norfolk, Virginia 
Wisconsin-Uprer Micuican Society oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. James K. Trumbho 
Secretary: Dr. G. L. McCormick, 650 South Central Avenue, Marshfield, Wis. 


STATE 


Arkansas State Mepicat Society, Eye, Ear, Nose ann Turoat Szction 


President: Dr. Hinkle 
Secretary: Dr. K. W. Cosgrove, 113 East Capitol Avenue, Little Rock, Ark. 


CatirorntA Mepicat Assocrtation, Eve, Ear, Nosk ann TuHroat SE&cT10N 

Chairman: Dr. George Keiper, Jr. 

Secretary: Dr. Maurice W. Nugent, 2007 Wilshire Blvd., Los Angeles 5, Calif. 


President: Dr. J. Leonard Swigert 
Secretary: Dr. James C. Strong, 227 Sixteenth Street, Denver, Colo 
Time and Place: Every third Saturday. Colorado Medical Center 


Cotorapo OTOLARYNGOLOGICAL Society 
President: Dr. Ivan E. Hix 
Secretary: Dr. Merrill O. Dart, 3191 S. Broadway, Englewood, Colo. 
Time ~ Place: First Saturday of each month, October through May. Colorado University School of 
Medicine 


Fioripa Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Jerome Knauer 
Secretary-Treasurer: Dr. Charles C. Grace, 145 King Street, St. Augustine, Fla. 


Grorcta Soctety oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Aldrich 
Secretary: Dr. W. Eugene Matthews, Augusta, Ga. 
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XXXIV TRANSACTIONS JANUARY FEBRUARY, 1952 


Inptana ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Dyar 
Secretary-Treasurer: Dr. M. S. Harding, 308 Hume Mansur Building, Indianapolis, Ind. 


Iowa AcapemMy oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Byron Merkel 
Secretary: Dr. Carl A. Noe, 601-611 Highley Building, Cedar Rapids, lowa 
Time and Place: 1951—lowa City 


President: Dr. Francis 
Secretary: Dr. W. D. Pitman, First National Bank Building, Pratt, Kan. 


Massacuuserts Mepicat Society, Section On OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Chairman: Dr. Lyman Richards 
Secretary: Dr. Lawrence Dame, Federal Street, Greenfield, Mass. 


apangen State Mepicat Society, Section on OPHTHALMOLOGY AND OTOLARYNGOLOGY 
. C. Gemeroy (Ophthalmology) 
Secretary: Dr. R. W. Teed, 215 South Main, Ann Arbor, Mich. (Otolaryngolog ey) 
Co-Secretary: Dr. Heckert, 1105 Bank Lansing Building, Lansing, Mich. (Ophthalmology) 


President: Dr. William Irwin 
Secretary: Dr. V. E. Cortopassi, 324 South Washington Avenue, Saginaw, Mich. 
Time: Second Thursday of November, December, March, April and May 
MINNESOTA ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Henry Williams 
Secretary-Treasurer: Dr. Francis Walsh, 3939 West 50th Street, Minneapolis 10, Minn. 
Time and Place: Second Friday each month, November through May. Alternating, Minnesota Club, 
St. Paul, and Minneapolis Club, Minneapolis 
President: Dr. H. D. Huggins 
Secretary-Treasurer: Dr. Hurd, Medical Arts Building, Great Falls, Mont. 
Time and Place: Semi-annually. Summer, Bozeman; mid-winter, Diamond S Ranchotel, Boulder 
New Mexico Society 
President: Dr. A. L. Schonberg 
Secretary: Dr. Howard Peck, Medical Arts Square, Albuquerque, New Mexico 
Time: Meetings four times a year 
Nortw Eve, Ear, Nose anp Turoat Society 
President: Dr. G. M. Billings 
Secretary: Dr. MacLean B. Leath, 529 North Main Street, High Point, N. C. 
Time and Place: Annually, beginning second Monday in September. 


Orecon ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Richard S. Fixott 
Secretary: Dr. George E. Chamberlain, 909 Medical Dental Building, Portland 5, Ore. 
Time and Place: Third Tuesday each month September through May. Old Heathman Hotel, Portland 
PENNSYLVANIA ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Matthew S. Ersner 
Secretary: Dr. Daniel S. DeStio, Highland Building, Pittsburgh 6, Pa. 
Time and Place: May 8-11, 1952. Golden Hall Hotel, Wernersville, Pa. 

Puerto Rico Mepicat Assoctatiox, SecTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Luis J. Fernandez : 
Secretaries: Dr. Ricardo Fernandez, P.O. Box 2206, San Juan 10, Puerto Rico (Ophthalmology) 

Carlos Munoz MacCormick, P.O. Box 604, San Juan, Puerto Rico (Otolaryngology) 
Time and Place: Bimonthly. Puerto Rico Medical Association Building 

President: Dr. William M. Carpenter 
Secretary-Treasurer: Dr. Roderick Macdonald, Rock Hill, S. C. 

State ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Sam H. Sanders 
Secretary-Treasurer: Dr. Roland Myers, 1720 Exchange Building, Memphis, Tenn. 
Time: Annually 


Texas Society oF OPHTHALMOLOGY aND OTOLARYNGOLOGY ; 
President Dr. J. Charles Dickson Ss i 
Secretary Dr. Lyle Hooker, Esperson Building, Houston, Texas hae 

Virointa Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Robert Courtney 
Secretary-Treasurer: Dr. G. Slaughter Fitz-Hugh, 104 East Market St., Charlottesville, Va. 
Time: May 1952 

West Vircinia AcapeMY oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 

President: Dr. Arthur Chandler 
Secretary: Dr. Ben W. Bird, 909 Mercer St., Princeton, W. Va. 
Time: Biannual 


Chairman: Dr. William F. Krone a 
Secretary: Dr. Francis J. Grant, 1224 Salem Avenue, Hillside, N. J. = 
Time and Place: 8:45 p.m., second Monday the month. Medicine, Lincoln Park, 


South, Newark 
Akron AcaveMyY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Anderson 
Secretary-Treasurer: Dr. A. L. Peter, 406 Akron Savings and Loan Building, Akron, Ohio 
Time and Place: 6:30 p.m., first Monday January March, May and November. Akron City Club 
Time and Place: First Friday and Saturday of March General Oglethorpe Hotel, Savannah, (a. 
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DIRECTORY SOCIETIES XXXV 


Association New York Eve anp Ear INFIRMARY 


President: Dr. Boland 
Secretary-Treasurer: Dr. Hunter Romaine, 111 East 56th Street, New York, 


Artanta Eye, Ear, Nose Turoat Society 
President: Dr. Phinizy Calhoun, Jr. 
Secretary-Treasurer: Dr. James King, 384 Peachtree Street N.E., Atlanta Ga. 
Time and Place: 7:30 p.m., fourth Monday each month, October May. Academy Medicine 


Bartrmore City Mepicat Society, Section 
Chairman: Dr. M. Elliott Randolph 
Secretary-Treasurer: Dr. Abraham Kremen, 2355 Eutaw Place, Baltimore 17, Md. 
Time and Place: 8:00 p.m., fourth Thursday of every month October to May. Medical and Chirurgical 
Faculty, 1211 Cathedral St. 


Birmincuam Eye, Ear, Nose ann Trroat Society 
President: Each member, in alphabetical order. 
Secretary: Dr. David A. McCoy, Woodward Building, Birmingham, Ala. 
Time and Place: 6:30 p.m., second Tuesday each month, September through May. Thomas Jefferson Hotel 


Boston City Hospitar AvraL AND OPHTHALMIC ASSOCIATION 


President: Dr. Joseph Nerbonne 
Secretary: Dr. Benjamin Riseman, 41 Bay State Road, Boston 15, Mass. 


Brooktyn Society 
President: Dr. Daniel Kravitz 
Secretary-Treasurer: Dr. Louis Freimark, 256 Rochester Avenue, Brooklyn 13, N. Y. 
Time and Place: p.m., third Thursday October, December, February and April. Medical Society 
of the County of Kings, 1313 Bedford Avenue 


Burrato OrntHaLMoLocic 
President: Dr. Milton A. Palmer 
Secretary: Dr. Elizabeth P. Olmsted, 568 Lafayette Avenue, Buffalo 22, N. Y. 
Time and Place: Second Thursday each month, October through May. Park Lane 


Centrat Soctety oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. G. C. Otrich 
Secretary-Treasurer: Dr. Alfred G. Schultz, 237 East State Street, Tacksonville, Il. 
Time and Place: March 28-30, Abraham Lincoln Hotel in Springfield, Il 


Centra New Eve, Ear, Nose ann Turoat Soctety 


President: Dr. Cecil B. Hert 
Secretary-Treasurer: Dr. James L. McGraw, 619 University Building, Syracuse, N. Y. 


CuattTanooca Eve, Ear, Nose ano Turoat Society 
Chairman and Secretary: Dr. Willard Steele, Jr., 552 McCallie Avenue, Chattanooga, Tenn. 
Time and Place: 6:30 p.m., fourth Thursday each month, October through May. Mountain City Club 


President: Dr. Arthur J. Coombs 
Secretary: Dr. Lawrence Lawson, 636 Church Street, Evanston, 


President: Dr. J. Robert Fitzgerald 
Secretary-Treasurer: Dr. Gail R. Soper, 636 Church Street, Evanston, Ill 
Time and Place: 7:30 p.m., third Monday each month, October May. Union, 715 


S. Wood Street 
Presidium: Dr. Donald J. Lyle, Dr. Karl W. Ascher, Dr. Josef D. Weintraub 
Secretary: Dr. Josef Weintraub, 715 Provident Bank Building, Seventh and Vine Streets, Cincinnati, Ohio 
Time and ‘?~—— F ny Wednesday night of month, November through May. University Club, Fourth 
roadway 


President: Dr. Leslie Miller 
Secretary-Treasurer: Dr. Webb Chamberlain, Jr., 7405 Detroit Avenue, Cleveland, Ohio 
Time and Place: Second Tuesday of November, January, February and April. Statler Hotel, Cleveland 


Creveranp 


Cottecrk oF Puysicians oF PHILADELPHIA, SECTION ON OPHTHALMOLOGY 
Chairman: Dr. George F. J. Kelly 
Clerk: Dr. M. Luther Kauffman, Medical Arts Building, Jenkintown, Pa. 
Time and Place: 8:15 p.m., third Thursday every month, October through April. College Phy- 
sicians Building 
Corpus Curist: Ear, Nose ann Turoat 
President: Dr. Rex E. House 
Secretary-Treasurer: Dr. L. David Wright, Thomas-Spann Clinic, 1546 South Brownlee, Corpus Christi, 
Texas 
Time and Place: First Wednesday each month. Louisiane 


Dattas ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Wilkinson 
Secretary: Dr. Claude D. Winborn, Medical Arts Building, Dallas 1, Texas 
Time and Place: First Tuesday each month. Melrose Hotel 


Des OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. McNamee 
Secretary-Treasurer: Dr. Gurau, 213 Bankers Trust Building, Des Moines, 
Time and Place: 6:00 p.m., fourth Monday each month, September through May. Des Moines Club 


Detroit Ciur 
Secretary-Treasurer: Dr. Frederick Lauppe, 1249 David Whitney Building, Detroit 26, Mich. 


President: Dr. Arthur Hale 
Secretary: Dr. Arthur P. Wilkinson, 974 Fisher Building, Detroit 2, Mich 
Time and Place: Fourth Thursday of each month, November through April, at L’Aiglon, Fisher Building 
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Detroit 
President: Dr. Glowacki 
Secretary-Treasurer: Dr. ~~ R. Birch, 1010 Maccabees Building, Detroit 2, Mich. E - 
Time and Place: Third Wednesday each month, September May. Wayne County Medical Seciety 

Building 
Ear, Nose ano Turoat Crus oF St. Louis 

Chairman: Dr. Bernard J. McMahon 
Secretary: Dr. Harry N. Glick, 1504 Grand Boulevard, St. Louis, Mo. 
Time and Place: Third Wednesday in November, January, March and May. University Club Bldg. 


New Yorx Ear, Nose ASSOCIATION 
President: Dr. Harry Miller 
Secretary-Treasurer: Dr. Frank Furlong, 713 Union Street, Schenectady, New York 
Time and p.m., first Thursday month, October June. Albany, Troy, Schenectady, rotating 
monthly 
Fort Wortn Eve, Ear, Nose anno Turoat Society 
President: Dr. Hal Maxwell 
Secretary: Dr. William Skokan, 1708 Medical Arts Building, Fort Worth 2, Texas - 
Time and Place: 6:30 p.m., first Friday of each month, except July and August. St. Joseph’s Hospital 


President: Dr. Lyle Hooker 
Secretary: Dr. Claude C. Cody, III, 1304 Walker Avenue, Houston 2, Texas 
Time: Second Thursday each month, October through June 


President: Dr. Marlow W. Manion 
Secretary-Treasurer: Dr. Lewis E. Morrison, 603 Hume Mansur Building, Indianapolis 4, Ind. 


Time and Place: 6:30 p.m., second Thursday each month, November May. Indianapolis Athletic Club 


President: Dr. A. W. McAlester, III 
Secretary: Dr. Barnard C. Trowbridge, 411 Alameda Road, Kansas City 2, Mo. 
Time and Place: Third Thursday of the month, November through May. Hotel President, 14th and Baltimore 


President: Dr. Edmund Godwin 
Secretary: Dr. James Keipp, 110 Pine Avenue, Long Beach Calif. 
Time and Place: 6:00 p.m., monthly, September through May. Seaside Memorial Hospital 


Los 
President: Dr. Deane Hartman 
Secretary: Dr. Daniel Esterly, 104 North Madison Avenue, Pasadena Calif. 
Time and Place: First Thursday each month, September through June Los Angeles County Medical 
Society Building, 1925 Wilshire Boulevard 


President Dr. Victor Goodhill 
Secretary Dr. Orwyn Ellis, 523 West Sixth Street, Los Angeles 14, Calif. 
Time and Place: 6:00 p.m., fourth Monday each month, September through May. Los Angeles 
County Medical Association Building, 1925 Wilshire Boulevard 
Mevicat Society of tHe District of Cotumpia, Section oN OPHTHALMOLOGY 
President: Dr. Everett S. Caldemeyer 
Secretary-Treasurer: Dr. J. Spencer Dryden, 1835 Eye Street Northwest, Washington 6, D. C. 
Time April 1, 1952 
Chairman: Dr. Irvin Feldman 
Secretary: Dr. John Louzan, 1801 Eye Street N. W., Washington 6, D. C. 
Time and Place: 7:00 p.m., third Tuesday in October, November, January, March and May. Army and Navy 
Club, 17th and Farragut Square, N.W. 


Memrputs Society of OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Each member, alphabetical order 
Secretary: Dr. Sam Sanders, 1089 Madison Avenue, Memphis, Tenn. 
Time and Place: Second Tuesday each month, September through May. Memphis Eye, Ear, Nose 
and Throat Hospital 


President: Dr. Wild 
Secretary-Treasurer: Dr. Howard High, 324 East Wisconsin Avenue, Milwaukee 2, Wis. 
Time and Place: 6:30 p.m., fourth Tuesday each month, October May. Athletic Club 


Montcomery Country Mepicat Society, Section on Eye, Ear, ann THroat 


President: Dr. Robert A. Bruce 
Secretary-Treasurer: Dr. L. N. Shroder, 144 West Fourth Street, Greenville, Ohio 
Time and Place: First Tuesday November, February, March and May. Dayton Country Club 


Montreat OpuTHALMOLoGicat Society 


Mitwaukes Oro-Oputuatmic Society 


President: Dr. Jules Brahy 
Secretary-Treasurer: Dr. Leo S. S. Kirschberg, 1390 Sherbrooke Street West, Montreal, Que., Canada 
Time: Second Thursday of October, December, February and April 
NaSuviLLe ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. N. B. Morris 
Secretary- Treasurer Dr. Herbert Duncan, Bennie Dillon Building, Nashville, Tenn. 
Time and Place: Third Monday evening of month, October through May. James Robertson Hotel 
New York Acapemy or Mepicing, Section on OPHTHALMOLOGY 
Chairman: Dr. James Smith 
Secretary: Dr. A. Gerard De Voe, 30 West 59th St., New York, N. Y. 
Time and Place: Third Monday the month, October through May. New York Academy Medicine 
President: Dr. Adolph Posner 
Secretary: Dr. Leon H. Ehrlich, 211 Central Park West, New York 24, N. Y. 
Time and Place: Monday the month, October May. New York Academy Medicine 
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Nusces County Eves, Ear, Noss anv Turoat Socigty 
President: Dr. Meador 
Secretary: Dr. Rex House, 228 Medical-Dental Building, Corpus Christi, Texas 
Time and Place: 7:30 p.m., second Monday each month, October through May. Dusty’s, 1739 South 
Rrownlew Street, Corpus Christi, Texas 


Oxtanoma City AcapeMy OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. McClure 
Secretary: Dr. Richard A. Clay, 416 Northwest 13th Street, Oklahoma City, Okla. 
Time First Tuesday each month. University Hospital, 800 Northeast 13th Street, Okla- 
oma City 


Omana ann Councit BLUFFS OPHTHALMOLOGICAL AND OUOTOLARYNGOLOGICAL SOCIETY 
President: Dr. Thomas Smith 
Secretary-Treasurer: Dr. G. T. Alliband, 1020 Medical Arts Building, Omaha, Neb. 
Time and Place: Dinner meeting third Wednesday monthly, October May. Omaha Club 


County Mepicat Society, Eye Section 
Chairman: Dr. Alfred Cowan 
Secretary: Dr. John W. Deichler, 301 South 21st Street, Philadelphia 3, Pa. 
Time: First Thursday each month, November through April 
PHILADELPHIA LaRYNGOLOGICAL Society 
President: Dr. Thomas Furlong, Jr. 
Secretary: Dr. John J. O’Keefe, 255 South 17th Street, Philadelphia 3, Pa. 
Pirrseurcu AcapeMy oF MEDICINE 
President: Dr. John S. Plumer 
Secretary: Dr. Samuel D. Evans, 1501-2 Park Building, Pittsburgh 22, Pa. 
Time and Place: 8:00 p.m., fourth Monday of each month, October through May. Pittsburgh Academy, 
322 North Craig Street 
PitrsnurcH Oro.ocicat Society 
President: Dr. Daniel DeStio 
Secretary: Dr. George C. Schein, 634 Washington Road, Pittsburgh, Pa. 
Time and Place: Bimonthly 
*resident: rederick rlakso 
Secretary-Treasurer: Dr. Willard Goff, 432 Stimson Building, 1215 Fourth Avenue, Seattle Wash. 
Time and Place: Third Tuesday of each month. Medical-Dental Building, Seattle 
Reapinc Eye, Ear, Nose Turoat Society 
President: Dr. Harold Strause 
Secretary: Dr. Benjamin Souders, 424 Walnut Street, Reading, Pa. 
Time and Place: Third Wednesday each month, September July (dinner meetings). Wyomissing Club 
RicuMonp, Vircinta, Eve, Ear, Nose anp Turoat Society 
President: Dr. Mason Smith 
Secretary-Treasurer: Dr. Charles N. Romaine, 1001 West Franklin Street, Richmond 20, Va. 
Time and Place: First Tuesday January, March, May and October. Commonwealth Club 
Sr. Louis County Society, Section on Ear, Nose ann Turoat 
Chairman: Dr. Anderson Hildin 
Secretary: Dr. James P. Tetlie, 626 Medical Arts Building, Duluth, Minn. 
Time and Place: 6:00 to 8:00 p.m., preceding the monthly St. Louis County Medical Society meeting. 
St. Mary’s Hospital, Duluth 
President: Dr. J. M. Keller 
Secretary: Dr. Benjamin Milder, 539 North Grand Avenue, St. Louis 3, Mo. 
Time and Place: 8:00 p.m., fourth Friday each month, October through April, except December. Elliott 
Auditorium, McMillan Hospital 
San Francisco County Merpicat Society, Section on Ear, Nose ann THroat 
Chairman: Dr. W. E. Borley, 655 Sutter Street, San Francisco, Calif. 
Secretary: None 
Time and Place: Fourth Tuesday of each month, except July, August and December. San Francisco 
County Medical Society Building 
President: Dr. Phil Greene 
Secretary: Dr. Cornelius E. Hagan, Jr., 508 Old National Bank Building, Spokane, Wash. 
Time -_ ae Fourth Tuesday of each month, September through May. Paulsen Medical and Dental 
uilding 
Superior Catirornia Fye Ciur 
President: Theodore Holstein, 523 Medico-Dental Building, Sacramento 14, Calif. 
John_Ber 
Time: third Thursday, months the ycar 
Eve, Ear, Nose ann Turoat Society 
President: Dr. N. Gardner Mathieson 
Secretary: Dr. Robert D. Kiess, 1838 Parkwood, Toledo, Ohio 
Time and Place: Third Tuesday of each month, November through May, Toledo Club 
Chairman: Dr. Joseph C. Hill 
Secretary: Dr. Harold R. Sniderman, 220 Bloor Street West, Toronto 5, Ontario, Canada 
Time a ome Second Monday night of November, January, February and March. Academy of Medicine, 
oronto 
Western Penneytvanta Eve, Ear, ann Turoat Society 
President: Dr. Ralph Himes 
Secretary-Treasurer: Dr. F. E. Murdock, 2814 West Scribner Avenue, DuBois, Pa. 
Time: Biannually. Third Thursdays May and October 
President: Dr. Vincent Gallizzi 
Secretary: Dr. Samuel T. Buckman, 70 South Franklin Street, Wilkes-Barre, Pa 
Time and Place: Last Tuesday each month, October through May, except December. Luzerne County 
Medical Society Library, 130 South Franklin Street 
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HEARING AIDS ACCEPTED THE 
COUNCIL PHYSICAL MEDICINE AND REHABILITATION 
THE AMERICAN MEDICAL ASSOCIATION 


Audicon Models 400 


Mfr. NATIONAL EARPHONE CO., INC. 


20-22 Shipman St. 
Newark 2, N. J. 


Audivox Model Super 

Mfr. AUDIVOX, INC. 
259 W. Fourteenth St. 
New York 


Aurex Model F 
Aurex Model 


Mfr. AUREX CORP. 
1117 N. Franklin St. 
Chicago 


Beltone Harmony Mono-Pac 
Beltone Symphonette 
Beltone Mono-Pac Model 


Mfr. BELTONE HEARING AID CO. 
1450 Nineteenth St. 
Chicago 8 


Cleartone Model 500 
Cleartone Model 700 
Cleartone Regency Model 


Mfr. AMERICAN SOUND PRODUCTS, INC. 


1303 Michigan Ave. 
Chicago 5 


Dahlberg Model D-1 

Dahlberg Junior Model D-2 

Mfr. DAHLBERG CO. 
2730 Lake St. 
Minneapolis 


Dysonic Model 


Mfr. DYNAMIC HEARING AIDS, INC. 


1042 Atlantic Ave. 
Brooklyn 16 


Electroear Model 


Mfr. AMERICAN EARPHONE CO., INC. 


Forty-third St. 
New York 17 


Gem Model V-35 
Gem Model V-60 


Mfr. THE GEM EAR PHONE CO., INC. 


50 West Twenty-ninth St. 
New York 1 


Maico Atomeer 

Maico UE Atomeer 

Maico Quiet Ear Models G & H 
Maico Model J 


Mfr. THE MAICO CO., INC. 
Minneapolis 1 
Third St. 


As of February 1, 1952 
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Mears (Crystal Magnetic) Aurophone Model 200 
1947-Mears Aurophone Model 


Mfr. MEARS RADIO HEARING DEVICE CORP. 
1 W. Thirty-fourth St. 
New York 1 


Micronic Model 303 
Micronic Star Model 


Mfr. MICRONIC CO. 
123 Worcester St. 
Boston 18 


Microtone T-5 Audiomatic 
Microtone Classic Model T-9 
Microtone Model T-10 
Microtone Model T-612 
Microtone Model 45 


Mfr. MICROTONE CO. 
Ford Parkway Mississippi 
St. Paul 


National Cub Model (C) 
National Model D (Duplex) 
National Standard Model (T) 
National Star Model (S) 
National Ultrathin Model 504 
National Vanity Model 506 


Mfr. NATIONAL HEARING 
TORIES 
815 Hill St. 
Los Angeles 14 


Otarion Model E-4 
Otarion Models F-1, F-2 F-3 
Otarion Model G-2 


Mfr. OTARION, INC. 
159 N. Dearborn St. 
Chicago 1 


Paravox Model (Tiny-Myte) 

Paravox Model XT (Extra-Thin) 

Paravox Model XTS (Extra-Thin) 

Paravox Model Y (YM, YC & YC-7) (Very small) 


Mfr. PARAVOX, INC. 
2056 E. Fourth St. 
Cleveland 15 


Radioear Permo-Magnetic Multipower 
Radioear Permo-Magnetic Uniphone 
Radioear All-Magnetic Model 55 
Radioear Model 62 Starlet 

Radioear Model 


Mfr. MYERS SONS 
306-308 Road 
Mt. Lebanon 
Pittsburgh 16 


Rochester Model R-1 

Rochester Model R-2 

Mfr. ROCHESTER ACOUSTICAL LABORA- 
TORIES, INC. 
117 Fourth St. S. W. 
Rochester, Minn. 


i 


Silvertone Model 103BM 

Mfr. NATIONAL HEARING AID LABORA. 
TORIES 
815 Hill 
Los Angeles 14 


Distr: SEARS ROEBUCK CO. 


925 S. Homan Ave. 
Chicago 7 


Silvertone Model J-92 


Mfr. SEARS, ROEBUCK CO. 
925 S. Homan Ave. 
Chicago 


Silvertone Model P-15 


Mfr. JOHNSTON HEARING AID MFG. CO. 
708 Fortieth St. 
Minneapolis 8 
Distr: SEARS, ROEBUCK CO. 
925 S. Homan Ave. 
Chicago 7 


Solo-Pak Model 


Mfr. SOLO-PAK ELECTRONICS CORP. 
Linden St. 
Reading, Mass. 


Sonotone Model 700 
Sonotone Model 900 
Sonotone Models 910 & 920 
Sonotone Model 925 
Sonotone Model 940 


Mfr. SONOTONE CORP. 
Elmsford, N. Y. 


Super-Fonic Hearing Aid 
Mfr. AMERICAN SOUND PRODUCTS, INC. 


1303 S. Michigan Ave. 
Chicago 5 


Televox Model E 


Mfr. TELEVOX MFG. CO. 
1307 Sansom St. 
Philadelphia 7 


Telex Model 22 
Telex Model 97 
Telex Model 99 
Telex Model 200 
Telex Model 300-B 
Telex Model 400 
Telex Model 1700 


Mfr. TELEX, INC. 
Telex Park 
St. Paul 1 


Tonamic Model 50 

Tonemaster Cameo Model 

Mfr. TONAMIC, INC. 
12 Russell St. 
Everett 49, Mass. 


Tonemaster Model Royal 

Mfr. TONEMASTER, INC. 
400 S. Washington St. 
Peoria 2, Ill. 


Trimm Vacuum Tube Model 300 


Mfr. TRIMM, INC. 
400 Lake St. 
(P.O. Box 489) 
Libertyville, Ill. 


Unex Model A 

Unex Midget Model 95 

OUnex Midget Model 110 

Unex Models 200 and 300 

Mfr. NICHOLS CLARK 
Hathorne, Mass. 


Vacolite Model J 

Mfr. VACOLITE CO. 
3003 N. Henderson St. 
Dallas 6 


Western Electric Models 65 & 66 
Mfr. AUDIVOX, INC. 
259 W. Fourteenth St. 
New York 11 


Zenith Model 

Zenith Miniature 75 

Zenith Model Royal 

Zenith Model Super-Royal 

Mfr. ZENITH RADIO CORP. 
5801 W. Dickens Ave. 
Chicago 39 


All the accepted hearing devices have vacuum tubes. Accepted hearing aids 


more than five years old have been omitted from this list for brevity. 


TABLE HEARING AIDS 


Aurex (Semi-Portable) 


Mfr. AUREX CORP. 
1117 N. Franklin St. 
Chicago 10 


Sonotone Professional 


Elmsford, N. Y. 


Precision Table Hearing Aid 


Mfr. PRECISION HEARING AIDS 


5157 W. Grand Ave. 
Chicago 39 


Table Set Model 50 


Mfr. SONOTONE CORP. 
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AVAILABLE SUPPLIES 


MANUALS 


OCULAR SURGERY, Conrad Berens and Loutfallah 
CATARACT TYPES, Cordes 

SLIT LAMP BIOMICROSCOPY, Goar 

OUTLINE NEURO-OPHTHALMOLOGY, Leinfelder 
COMPREHENSIVE DESCRIPTION THE ORBIT, 


ORBITAL CONTENT, AND ASSOCIATED STRUCTURES WITH 


THE INTERPRETATION VISUAL FIELDS (Revised), Rucker 
DISTURBANCES OCULAR MOTILITY, Richard Scobee 
EXTRINSIC EYE MUSCLES, Sau! Sugor 

ENDOGENOUS UVEITIS, Woods 


PRINCIPLES OTOLARYNGOLOGIC PLASTIC SURGERY, Oscar Becker... 


RADIOGRAPHIC ANATOMY THE TEMPORAL BONE, Brown 


MENIERE’S DISEASE, Lindsay 


NONSURGICAL COMPLICATIONS OTOLARYNGOLOGIC SURGERY, 


MONOGRAPHS 
HEARING TESTS, Arthur Juers 
THE EMBRYOLOGY THE EAR, NOSE, AND THROAT, 
Van Alyea 


REFRACTION DIFFICULTIES, 
Clarence Veasey, Jr. 


ABSTRACTS 
Each set contains the available outlines and briefs of instruction 
courses as presented at Academy meetings. Unbound. 
Otolaryngology: 1937, 1938, 1941, 1942, 1947 
1950, 1951 


Otolaryngology: 1937, 1938. 1939, 1941, 1942, 1947 
1950, 1951 


TRANSACTIONS 
Bound Volumes: Record meetings held in: 1917-18, 1919, 1920, 1921, 
1923, 1924, 1925, 1926, 1927, 1928, 1930, 1931, 
1932, 1933, 1934, 1935, 1936, 1937, 1938, 1940, 
1941, 1942, 1943, 1944 


1949-50 bound volume .... 


Subscription: Per year, bimonthly 
Single issue: Before January-February 1950, available .............. 
Beginning January-February 1952 
SEND ORDER WITH REMITTANCE 
Benedict, M.D. 
100 First Avenue Building 
Rochester, 


Price 
1.00 
$1.50 
5.00 
10.00 
1.00 
2.00 


THE EMBRYOLOGY THE EYE 


motion picture color with sound 


SPONSORED 
American Academy Ophthalmology and Otolaryngology 


Based material made available the Carnegie Institution Washing- 
ton, Department Embryology, Baltimore, Maryland, Dr. George Corner, 
director. 

Produced Sturgis-Grant Productions, Inc., with Dr. George Smelser, 
Professor Anatomy Columbia University College Physicians and 
Surgeons, technical advisor. 


Showing time, minutes 


Available one reel two parts two reels 
with metal containers and mailing case 


Per Print $250.00 


LANTERN SLIDES FILM STRIPS 
176 pictures have been selected Dr. Smelser from the motion picture 
“The Embryology the Eye” for use teaching, either conjunction with 
independent the motion picture. Legends are furnished with both slides 
and strips. 


Immediate Delivery 


176 Lantern Slides, 2x2, color 
Mounted glass, with wooden filing $125.00 
Mounted cardboard, with plastic and plywood filing box..... 


Film Strips, mm. Set six (176 frames), color 


Send order 

BENEDICT, M.D. 
100 First Avenue Building 

Rochester, Minnesota 
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metal containers 25.00 


Infections 


Clinical studies concerned with the use 


Glycerite Hydrogen Peroxide the treatment 
Arch. Otolaryngol., 

946. chronic purulent otitis media demonstrated seventeen 
1946. days and the remainder the 38th day. The pa- 

New tients studied presented conditions existent for pe- 
Annals riods weeks over years. Previous treat- 

Ph., Ed.) ment the usual therapeutic means, including 

tyrothricin penicillin, was ineffective all 

cases. 

Constituents: 


Hydrogen Peroxide !.446%, Urea (Carbamide) 2.554%, 8-Hydroxyquinoline 0.1%. 
Dissolved and stabilized substantially anhydrous ad. 30cc. 


Available prescription one-ounce bottle with dropper. 
Administration: One-half dropperful two four times daily. 


PHARMACEUTICAL CORPORATION 


132 STREET, BOSTON 16, MASSACHUSETTS 
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